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The Treatment of Acute Early Syphilis’ 


BY SIGMUND S. GREENBAUM, B.S., M.D. 


Associate Professor of Dermatology and Syphilology in the Graduate School of Medicine of the University of 
Pennsylvania, Philadelphia 


By acute early syphilis we mean infection 
by the spirocheta pallida from its incipiency 
up to and including the cutaneous manifes- 
tations of the generally known secondary 
stage. We will not here discuss early con- 
genital syphilis, nor will we here include 
those manifestations upon the skin and 
mucous membrane which develop from six 
months to three years after the initial in- 
fection. These latter, known as “late sec- 
ondaries,” include recurrent roseola, recur- 
rent follicular and other papular syphilides, 
neurosyphilides, erosive syphilides or mu- 
cous patches, and all may, at least from a 
clinical and prognostic aspect, be grouped 
under the term, chronic early syphilis. 

With but little doubt, it may be stated at 
the outset that the discovery of the causative 
organism of syphilis, but more particularly 
of the value of the dark-field microscope in 
its detection as well as the introduction of 
the new complement-fixation and precipita- 
tion tests in the serum diagnosis of the 
disease, has enabled us to definitely place 
syphilis among the curable diseases. As 
with cancer, so with syphilis, the earlier the 
diagnosis the more effective the treatment 
and the more certain the cure. Most 
syphilographers are now agreed that rein- 
fection no longer constitutes the only cri- 
terion of this, and that superinfection, 
although experimentally possible, is only 





» 7Read in a symposium on Syphilis before the College 
ot Physicians, October 6, 1926, Philadelphia, Penn. 


clinically proven in certain congenital 
syphilitics in whom the maternally trans- 
mitted spirocheta pallida has become less 
virulent. 

Therapeutically considered, acute early 
syphilis consists of three periods: an incu- 


‘bation period, during which there are neither 


cutaneous nor serologic manifestations; a 
second period when the chancre develops, 
but as yet without discoverable serologic 
changes; and a third period of the chancre 
with discoverable serologic changes, by 
means of the Kolmer or Kahn tests, and 
with or without the generalized exanthem 
of the clinically described secondary stage. 
With the development of the chancre, it 
makes no difference therapeutically whether 
the secondary eruption is present or not; 
once the serum has become positive to com- 
plement-fixation or precipitation tests, or 
both, the treatment is the same. Syphilis 
properly treated during any of these periods 
will not likely become a nervous, visceral, 
bone or pediatric problem. 

Abortive Treatment. — Abortive treat- 
ment, in the sense here used, must be dif- 
ferentiated from prophylactic treatment 
excepting as this term is used to indicate 
treatment during the incubation period. For 
practical purposes the abortive treatment 
should be designated as immediate, that is, 
within twenty-four hours; and late, that is, 
after that period. Irrespective of the mode 
of contact, infection by the spirocheta pal- 
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lida can only be presumed to have occurred. 
Some of these contacts are more certain 
than others ; for example, the physician who 
pricks himself with an instrument just used 
on an active syphilitic lesion. However, by 
far the greater number belong to the group 
of merely suspicious contacts. Immediate 
abortive treatment is certainly indicated in 
the first instance. In the others, if abortive 
treatment is desired, it should be given, 
with but a single exception, not later than 
twenty-four hours after exposure. If more 
than twenty-four hours has elapsed, it is 
much wiser, unless a full series each of 
arsphenamine or neoarsphenamine and of 
bismuth are given, to await developments. 
It has been shown, both experimentally and 
clinically, that insufficient treatment at any 
time during the early stages of syphilis may 
indefinitely conceal the presence of the 
infection. By awaiting developments is 
meant, not only for the appearance of a 
chancre—this may never be discovered, in 
the case of a woman, for example—but 
serologic studies at three-day intervals for 
six weeks after the average incubation period 
of the disease has passed. In this connec- 
tion it is well to recall a fact which many 
forget, namely, that discoverable blood 
changes never occur until the chancre ap- 
pears, so that serologic studies are utterly 
useless immediately or shortly after ex- 
posure. The single exception, spoken of 
above, refers to the person, not infrequently 
a wife, innocently and repeatedly exposed 
to infection for one or two weeks, by an- 
other with an undiagnosed chancre. In 
such instances, where contamination is al- 
most certain, late abortive treatment is 
indicated and should be in the form of a 
full series of arsphenamine or neoarsphen- 
amine and a full series of bismuth. Under 
no circumstances is such a patient to be 
simply given one or several injections of an 
arsenical and thus lull both patient and phy- 
sician into a false sense of security. It is 
far more desirable, unless a complete cure 
just outlined is acceptable to the patient, to 
await developments as already has been 
previously indicated. 

Having decided that a case is admissible 
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for immediate abortive treatment, the fol- 


lowing is advised: local use of 33-per-cent 
calomel ointment wherever possible, if ex- 
posure is less than three hours. In addition, 
arsphenamine 1.8 grammes or neoarsphena- 
mine 2.7 grammes in divided doses, as 
closely spaced as the patient’s tolerance will 
permit, plus 60 centigrams of bismuth tar- 
trate in divided 200-milligram doses, intra- 
muscularly, will surely abort the disease. 

Following both immediate and late abor- 
tive treatment, observation, consisting of 
serologic studies every three months over a 
period of one year, is advisable. In these 
cases a spinal fluid examination may be dis- 
pensed with, particularly if the blood tests 
are complement-fixation and precipitation 
ones. 

Sufficient instances of reinfection have 
been described as to make it certain that 
abortive treatment cures syphilis provided 
the dosage given takes into account the 
duration of the incubating organism. 

Seronegative Chancre — Curative Treat- 
ment.—There are a few, supported by some 
experimental and perhaps clinical evidence, 
who feel that no treatment should be given 
until the invading organism has had time to 
stimulate all the antisyphilitic bodies of 
which it is capable. These “watchful wait- 
ers” even encourage dermal manifestations. 

At the present time, however, the consen- 
sus of opinion is that once a chancre has 
developed and been diagnosed as such, im- 
mediate treatment is indicated. Since the 
greatest chances of cure are obtainable dur- 
ing the seronegative period, it becomes 
urgent that all genital erosions and ulcera- 
tions be examined ultramicroscopically. The 
earlier the diagnosis, the more certain the 
cure. 

Seronegative chancres are either treated 
intensively or what may be termed sub- 
intensively, which constitutes the’ method of 
procedure of most syphilographers. Irre- 
spective of the method used, one of the 
arsenobenzenes, undoubtedly the best of the 
antisyphilitic remedies at our command, 
constitutes the first agent used. 

The intensive treatment, consisting of 
daily intravenous injections of large doses 
of arsphenamine or neoarsphenamine, is not 
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to be advised, because cure can be obtained 
with greater safety by the subintensive 
method ; because large doses at twenty-four- 
hour intervals is too short a time to estimate 
the drug tolerance of a patient; because we 
possess no antidotal drugs once the body 
has become supersaturated with arsenicals; 
because death from as low a dose as 150 
milligrams of neoarsphenamine has been de- 
scribed; because the production of acute 
arsenicism, or, as it may be considered, 
hyperparasitotropic or organotropic effect, 
does not always lead to complete annihila- 
tion of spirochetes since visceral, cutaneous 
and neurosyphilitic lesions have been noted 
subsequent to such accidents. Furthermore, 
it is believed by a few that the increase in 
incidence of neurosyphilis is the result of 
such early intensive treatment. 

The subintensive method constitutes the 
method of choice, but it must be constantly 
kept in mind that the total dosage, although 
important, is less so than the size of the 
dosage at each injection. Reliance, either in 
this or the next stage, must not be exclu- 
sively placed upon the arsenicals, despite 
the fact that it has been shown that in many 
instances they alone suffice. In short, large 
doses of arsphenamine or neoarsphenamine 
rapidly reached by increasing the earlier 
testing doses plus bismuth or mercurial in- 
jections, without any rest periods, consti- 
tute the subintensive method. 

The diagnosis made and the patient found 
to be in good physical condition, 150 milli- 
grams of arsphenamine or neoarsphenamine 
is immediately given intravenously. !n tol- 
erant patients the dose, at two-, then four-, 
five- and seven-day intervals, should be 
rapidly increased to a full dose of 60 centi- 
grams of arsphenamine or 90 centigrams of 
neoarsphenamine to a total of 4.8 grammes 
of arsphenamine or 10.8 grammes of neo- 
arsphenamine. This total dosage is larger 
than is usually recommended abroad, but is 
based upon the unpublished studies of the 
total dosage, when maximum doses are given 
at each injection, required to reduce the 
strongly positive complement-fixation reac- 
tion of the secondary stage to negativity. 
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Immediately following the arsenical series, 
intramuscular injections of at least a 60 per 
cent bismuth in divided 100- to 200-milli- 
gram doses to the total of two to three 
grammes are given. 

The above comprises an arsenical and 
bismuth series, and both should be repeated. 
This treatment lasts about one year. Sero- 
logic studies are made after the first arsen- 
ical series and is almost certain to be nega- 
tive ; again at the end of the second arsenical 
and bismuth series ; then every three months 
for a year, with, finally, a spinal fluid ex- 
amination and provocative test. The blood 
will have been negative for over one and 
a half years. 

Seropositive Chancre With or Without 
Secondary Manifestations—Treatment for 
this stage differs from treatment of the 
seronegative stage only in duration. In- 
stead of two series of the arsenical and the 
bismuth, three series are advised, with the 
last bismuth course rejected for a course of 
mercury in the form of inunctions or injec- 
tions. Cure is based upon a complement- 
fixation and a precipitation reaction which 
has been persistently negative for two years 
and includes provocatory stimulation and a 

spinal fluid examination. 

Although I have given a rather standard- 
ized outline of the treatment of acute 
syphilis, all syphilographers recognize the 
fact that there are a number of variable 
conditions and factors governing the admin- 
istration of these drugs. Such conditions 
as drug intolerance and drug resistance are. 
particularly important, and it is admitted 
that the treatment will have to be varied to 
suit individual conditions. 

However, this standardized outline serves 
a twofold purpose: first, it gives the gen- 
eral practitioner a practical working plan; 
and secondly, I hope that it will, in part at 
least, clarify the chaotic situation which has — 
arisen as a result of the introduction of 
numerous new preparations of arsenic and 
bismuth, whose indications and therapeutic 
values have, besides, been insufficiently 
studied. 
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The Symptomatology and Treatment of 
Congenital Syphilis’ 






BY DR. JAY FRANK SCHAMBERG 


Professor of Dermatology and Syphilology in the Graduate School of Medicine, University of Pennsylvani 


Within the quarter-hour allotted for this 
presentation one can merely paint the pic- 
ture of congenital syphilis in crude and 
bold brush strokes. The term “congenital 
syphilis” is here used advisedly to avoid the 
designation hereditary or heredo-syphilis, 
which, though thoroughly ingrained in med- 
ical literature, is from a biologic standpoint 
an unscientific misnomer. There is scarcely 
more reason to speak of heredo-syphilis 
than there is to use the term heredo-small- 
pox, for children are at times born with a 
variolous eruption or with the scars result- 
ing therefrom. Before the days of the 
Wassermann test our knowledge of the 
symptomatology of syphilis transmitted 
from parent to child was limited to the 
secondary eruptions which appeared at or 
shortly after birth, to later tertiary cutaneous 
lesions, to ocular and auditory disease, den- 
tal and osseous abnormalities, and to vis- 
ceral and nervous diseases. I shall speak 
of these symptoms with relative brevity, for 
they have been known for a half-century or 
more. Perhaps of greater interest will be 
the subtle and poorly defined evidences, 
with or without a positive complement fixa- 
tion test, in the children of luetic parentage. 

There is no clinical primary lesion in 
congenital lues unless the syphilis is con- 
tracted during the delivery of the infant. 
The early symptoms of congenital lues are 
comparable with the secondary period of 
acquired syphilis in adults. To be sure, 
some of these symptoms are never seen in 
adult syphilis. Manifestations may be 
present: at birth—particularly the senile 
facies, bad nutrition, sometimes going on 
to a marasmic state, hoarse cry, snuffles, 


yellow skin, enlarged liver and spleen, and. 


certain skeletal defects. The most common 
eruptions are the bullous type particularly in- 
volving the palms and soles, and the macular 
syphilides affecting the diaper region and 
looking somewhat like an eczema. Not 





1Read before the College of Physicians of Philadelphia, 
October 6, 1926. 


infrequently one observes a glazed dull-red 
appearance of the palmar and plantar skin. 
Other eruptions may be papular, crusted, or 
ulcerative; not uncommonly ringed-shaped 
erythematous patches are present. The 
mouth, anus and vulva may exhibit mucous 
patches. Fissures or rhagades about the 
lips and nose are highly characteristic and 
often leave indelible scars. 

The symptoms referred to are more prone 
to develop some weeks after birth than to be 
present at the time of delivery. In about 
two-thirds of the cases they appear in from 
three to six or eight weeks. The Wasser- 
mann reaction is positive in the vast ma- 
jority of these cases, and the diagnosis is 
as a rule not difficult. 

Many congenital luetics entirely escape 
secondary symptoms. Of greater interest 
are the late manifestations of congenital 
syphilis, called by Fournier “syphilis hered- 
itaire tardive.” These are comparable with 
tertiary adult syphilis and, as may readily 
be surmised, may involve any tissue or 
organ. One of the most common present- 
ing symptoms is interstitial keratitis, which 
occurs in a considerable proportion of cases 
of late congenital lues. Chorioretinitis is 
the next most frequent ocular manifestation. 
In many of these cases the so-called Hutch- 
inson teeth are also present. The test teeth 
are the upper central incisors—in classic 
cases they are crescentically notched, peg- 
shaped, and separated. There are various 
modifications of this condition, and there 
are also other dental abnormalities seen in 
congenital syphilitics which are of some 
evidential value. Hutchinson’s triad of 
interstitial keratitis, characteristic teeth and 
eighth nerve deafness is pathognomonic, but 
rarely seen in its completeness. 

Linear scars radiating from the commis- 
sures of the mouth are highly suggestive, as 
are likewise the sabre-blade tibia, hydrar- 
throsis of the knee-joints, osteitis, periosti- 
tis, dactylitis, and epiphysitis. Marked 
frontal protuberances are suggestive, and 
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the saddleback nose is a striking stigma. 
Paroxysmal hemoglobinuria is so often of 
syphilitic origin that its existence should 
always excite suspicion. 

The nervous system involvement is repre- 
sented by meningitis, epilepsy and various 
palsies, juvenile tabes, and paresis. 

The longer the period of time elapsing 
between the contraction of syphilis by the 
parent or parents and the birth of the in- 
fant, the more attenuated and ill defined 
will be the symptoms of syphilis in the in- 
fant, if the disease is transmitted to it. To 
be sure, the amount of treatment of the 
parent or parents will also influence this. 
Thus there may be abortion or stillbirth, 
secondary symptoms at or shortly after 
birth, late tertiary manifestations at the 
age of 3, 6, 10, 20 or 30 years, or there 
may never be a single stigma discoverable 
on the skin or elsewhere. There are numer- 
ous cases of congenital syphilis in which the 
sole symptom is a positive Wassermann. 
We have examined in our clinic large fam- 
ilies of syphilitic parents and have at times 
found four out of five or five out of six 
children with positive Wassermanns and 
no other discoverable symptoms. What the 
ultimate fate of such children will be only 
careful studies and life insurance statistics 
would determine. On the other hand there 
are many cases of late congenital lues with 
clinical signs in which the Wassermann is 
negative. Indeed the older the patient the 
more apt is this to be the case, for time 
is a distinct factor in the spontaneous ex- 
tinction of the Wassermann reaction. Again 
there are cases of children born of luetic 
parents in whom the Wassermann is nega- 


, tive and no definite stigmata of syphilis 


exist, but who present what has been aptly 
called a “constitutional inferiority.” They 
are often anemic and underweight without 
other discoverable cause; they commonly 
lack endurance and are hypersusceptible to 
various infections. Their general health 
improves only under specific medication. 
Some of these persons as they grow to man- 
hood and womanhood exhibit premature 
arterial fibrosis. This group of patients 
offers a most fertile field for future study. 

In this connection, too, great interest 
attaches to infants born of syphilitic 
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mothers, in whom the umbilical cord blood 
is strongly positive at birth, but in whom 
the Wassermann becomes negative a week 
or ten days later. Fordyce and Rosen had 
under observation 140 such infants who 
were well after repeated examinations. They 
advise no treatment for such cases but sur- 
veillance for several years. 


_ TREATMENT. 


There is no crystallized formula for the 
treatment of syphilis; there are many for- 
mule. Most clinicians of experience have 
adhered to the method which has given 
them the best results. It takes time to effect 
a comparative evaluation of these methods. 
There may be differences in the relative 
choice of drugs, their combination, the routes 
of administration, the sequence of their use, 
the dosage, and other details, but there is 
a broad underlying principle common to all. 
There must be an adequacy of treatment 
with effective agents; there must be per- 
sistent therapeutic effort irrespective of the 
outcome of the Wassermann; the treatment 
must be aided by serologic tests of the blood 
and spinal fluid, and there must be subse- 
quent periods of surveillance. 

The most important treatment of con- 
genital syphilis is prevention, This may be 
aided by employment of the Wassermann 
test on candidates for marriage, the. thor- 
ough treatment of syphilitics and rigorous 
criteria of consent to marriage, the routine 
use of the Wassermann in pregnant women, 
and appropriate prenatal treatment if the: 
outcome is positive. It is obvious that these 
measures, if generally carried out, would 
enormously reduce the incidence of congeni- 
tal syphilis, and indeed they are reducing it. 

The treatment of infantile congenital 
syphilis is attended with a smaller percentage 
success and a higher mortality than the late 
congenital syphilis. The organs of the-snew- 
born infant are permeated to a greater de- 
gree with spirochetes and there is less 
resisting power at this tender age. _ Never- 
theless modern treatment is accomplishing 
much more than was formerly achieved. 
For the new-born syphilitic infant I prefer 
intravenous treatment of the mother with 
neoarsphenamine or arsphenamine, the child 
receiving the effect through the maternal 
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milk. I have seen an eruption disappear as 
rapidly after this procedure as if the infant 
itself had received the injection. At the 
same time the child should be given mer- 
curial inunctions. 

A little later, when the child has acquired 
greater resistance, the method of Fordyce 
and Rosen may be carried out with advan- 
tage, namely, the weekly intramuscular use 
of neoarsphenamine and, as an adjunct, the 
weekly intramuscular use of bichloride of 
mercury in oil. Two to three courses of 
eight injections each of the former are 
given during the first year, and courses of 
ten to twelve injections of mercury with 
rest periods of four to six weeks between 
the courses. A special neutral neoarsphena- 
mine is advised given into the buttocks in 
about 1 cc. of sterile distilled water. Sulph- 
arsphenamine because of its greater toler- 
ance by the muscle tissues has been advised 
as a substitute for neoarsphenamine. It 
has been used with reasonable success, but 
the advantage referred to is in considerable 
measure counterbalanced by a poorer influ- 
ence on the Wassermann reaction. On 
experimental animals sulpharsphenamine is 
therapeutically inferior to neoarsphenamine. 
Where the veins are accessible, as. they 
are particularly in late congenital syphilis, 
Stokes prefers neoarsphenamine or ars- 
phenamine intravenously associated with 
inunctions or intramuscular injections of 
soluble mercury. I am decidely in accord 
with the procedure of the intravenous route 
for the organic arsenicals. It is distinctly 
less painful than by intramuscular injec- 
tion, and after a time most children offer 
little or no objection to it. All of the 
methods referred to are good and may be 
indorsed. 

We have had a large experience, since its 
introduction, with bismuth, both in acquired 




















































1Fordyce and Rosen advise the following dosage of 
neoarsphenamine: 
First dose: 
100 mg. for infants 2 to 12 weeks old. 
150 mg. for infants 3 to 9 months old. 
200 mg. for children 1 to 2 years old. 
250 to 800 mg. for children 3 years old. 
Mercuric chloride dosage: 
Gr. 1/10, 2 weeks to 6 months old. 
Gr. 1/8, 6 months to 1 year old. 
Gr. 1/7, 1 to 2 years old. 
Gr. 1/4, over 3 years old. 
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and congenital lues, and I must confess to a 
decided preference for bismuth over mer- 
cury. This opinion is based both on labora- 
tory study and on clinical observation. 

Klauder, working in the Research Insti- 
tute of Cutaneous Medicine (Arch. of Derm. 
and Syph., %, 1923, 721), found that the 
therapeutically active dose of potassium- 
bismuth-tartrate in aqueous solution or in 
oil was 50 mg. per kilo in rabbit syphilis. 
The maximum tolerated dose intramuscu- 
larly in rabbits is 125 mg. per kilo. 

Nichols (Jour. Exper. Med., 14:202, 
1911) determined that the maximum tol- 
erated dose of bichloride of mercury intra- 
venously was 1 mg., per kilo, and the 
therapeutically active dose 3 mg. per kilo. 
Schamberg, Raiziss and Kolmer (Jour. Cut. 
Dis., Dec., 1915) found the tolerated dose 
of bichloride of mercury by intravenous 
injection, in terms of pure mercury, to be 
2 mg. per kilo. 

Hopkins (Jour. A. M. A., 83 :1924, 2089) 
demonstrated that potassium and sodium 
bismuth tartrate was tolerated intramuscu- 
larly in 75 mg. per kilo; the therapeutically 
active dose, i.e., the dose capable of healing 
lesions and effecting a disappearance of 
spirochetes in rabbit syphilis, was 2 mg. 


per kilo. He gives the therapeutic index 
as follows: 
aA Fo. os 8 sch uisvd:s vies « 1 to75 
Neoarsphenamine .......... 1 to30 
Arsphenamine .............. 1. 7 
Hydrarg. salicylate ......... 2% to 1 


From this table it would appear that the 
therapeutic index for bismuth is even more 
favorable than for the arsphenamines. To 
be sure, the methods and criteria vary in 
different experiments. 

Milian of Paris states that the spirocheti- 
cidal power of arsphenamine, bismuth and 
mercury is represented by the following 
figures : 


Therapeutic activity : 


Arsphenamine ................... 10 
PON ccititins wo sins p'se%s<piesh 7 
EE errr 4 


Bismuth is believed by Milian to stand 
between the arsenicals and mercury. 

Brown, Saleeby and Schamberg (Jour. of. 
Pharmacology, 28:1926, 165) compared 
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the blood chemistry of rabbits treated with 
bismuth with the histological changes in the 
kidneys. They conclude that bismuth is a 
drug of relatively low toxicity. When one 
considers that 30 mg. per kilo, or nine times 
the maximum therapeutic dose for man, was 
injected into rabbits without producing an 
alteration in the blood chemistry indicative 
of nephritis, or histological evidence of ma- 
terial kidney damage, the latitude between 
the therapeutic and the toxic dose may be 
appreciated. 

The laboratory results seem to be borne 
out clinically. Both in acquired and in 
congenital syphilis our results have been 
more successful since we have substituted 
bismuth for mercury. The conjoint use of 
neoarsphenamine weekly with weekly injec- 
tions of bismuth has been highly satisfac- 
tory in acquired syphilis. The ordinary 
dose of the potassium tartro-bismuthate for 
adults has been 100 mg., the same for chil- 
dren over eight; under eight, in general 
terms, 50 mg. Although thousands of in- 
jections of bismuth have been given, we 
have yet to see a serious complication. 

I recall the instance of an eight-year-old 
child with an interstitial keratitis which was 
getting worse despite the fact that the little 
patient was at the time salivated with 
mercury. Immediate improvement set in 


after the inauguration of bismuth treat- - 


ment, and later under neoarsphenamine and 
bismuth the keratitis cleared up, -with res- 
toration of vision. This combination in our 
clinic has been employed most satisfactorily 
in interstitial keratitis. Kleefeld in France 
believes bismuth to be superior even to the 
arsenobenzenes in keratitis. 

Dr. Carroll S. Wright, in charge of the 
congenital syphilis department of my clinic, 
has recently tabulated some 16 cases of late 
congenital syphilis which remained strongly 
Wassermann positive after 10 to 50 intra- 
venous injections of neoarsphenamine. Nine 
were reduced to negative with bismuth. 
In one case there was later a serologic re- 
lapse. Of 128 cases of adult syphilis includ- 
ing latent cases which had received one or 
several courses of neoarsphenamine, only 26 


were Wassermann negative after an average 
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of 18 “neo” injections, some being treated 
also with mercury salicylate. Of the 10% 
positive cases, 52, or 51 per cent, became 
serologically negative after an average of 
15 injections of 100 mg. of potassium tar- 
tro-bismuthate. We now employ these two 
medicaments conjointly. We are fond of 
using the syrup of the iodide of iron in 
congenital syphilis over long periods of time 
for its tonic and alterative effect. 

Before concluding I wish to refer to 
another factor of importance in the treat- 
ment of syphilis, and particularly of con- 
genital syphilis, namely, the maintenance and 
building up of the patient’s resisting power. 
I agree with Stokes as to the importance of 
keeping syphilitic infants at the breast. 
Their chances of survival are distinctly bet- 
ter than when fed on cow’s milk. Later on 
care as to nutrition, hygiene, outdoor life 
and removal of focal infections must not 
be overlooked. Antibodies are formed in 
the system against the spirochetes, and the 
greater the native strength and resistance the 
greater aid will the physician secure through 
nature’s processes. Curiously our treatment 
of two chronic infectious diseases that have 
certain analogies is radically different. In 
tuberculosis we have sought to bring about 
arrest or cure by stimulating the defensive 
mechanism of the body. We are now search- 
ing for antituberculous medicaments as an 
aid in the warfare on this disease. In 
syphilis we have relied too exclusively upon 
specific drugs with insufficient attention to 
the patient’s defensive reactions. In long- 
standing syphilis there is unquestionably a 
tendency on the part of the system to inhibit 
the action of spirocheta pallida or to destroy 
it, and this is perhaps accomplished when 
vital organs are not too severely attacked. 
Warthin, as a result of extensive autopsy 
studies, believes that the spirochete may at 
times virtually be converted into a sapro- 
phyte. The treatment of congenital syphilis, 
therefore, should consist of a systematic 
and persistent attack on the invading para- 
site, keeping in mind, however, the aid to 
be derived from a maintenance of body 
resistance. These conceptions necessarily 
imply considerable individualization in thera- 
peutic methods. 


Syphilis and Marriage in Relation to 
Specific Therapy’ 





BY JOHN A. KOLMER, M.D. 


Professor of Pathology and Bacteriology in the Graduate School of Medicine of the University of Pennsylvania, 
and Member of the Research Institute of Cutaneous Medicine 


Some of the most difficult and perplexing 
questions in relation to the specific treat- 
ment of syphilis arise in connection with the 
subject of marriage and parenthood. These 
do not refer to those cases of syphilis in 
either sex contracted and thoroughly treated 
before marriage, but rather to those in 
whom evidences of syphilis are discovered 
after marriage and especially after children 
have been born. Can the father have syphilis 
without infecting either mother or child? 
Can the mother have syphilis without in- 
fecting the father or the child? We are 
fairly certain of what should constitute the 
criteria of cure before marriage and parent- 
hood may be safely sanctioned, but numer- 
ous cases arise in which a father is found 
to present evidences of syphilis after mar- 
riage of several years which immediately 
raises the question: Are the mother and 
children infected and thereby in need of 
specific medication, even though they do not 
show any definite clinical or serological 
evidences of the disease? What is the 
proper procedure when a mother is found 
syphilitic under similar circumstances? 
Should the husband be treated? Should the 
children? Are we in position at present to 
lay down broad and uniform rules for the 
management of such cases? What are the 
criteria by which decisions may be reached? 
No one experienced in the treatment of 
syphilis will deny the tremendous practical 
importance of these questions, involving as 
they may the domestic peace and happiness 
as well as the health and even the lives of 
innocent and unsuspecting individuals. It 
is not so much a question of how such cases 
should be managed from the standpoint of 
specific therapy, because this is along the 
lines of the treatment of syphilis in general, 
but rather the question of diagnosis and the 
criteria by which decisions are reached re- 
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garding whether or not the spouse and 
children require antisyphilitic medication. 

Great advances have been made in our 
exact knowledge of conjugal and congenital 
syphilis during the past twenty years by 
means of the Wassermann test, and espe- 
cially during the past ten years by careful 
and extensive clinical, sociological and sero- 
logical studies employing improved methods, 
but there are still many and wide gaps in 
our information on thesé subjects. Per- 
centages expressing the incidence of infec- 
tion under this or that condition aid us in 
arriving at decisions, but in many cases it is 
after all a matter of expressing opinions 
with a full realization that only the future 
welfare of the individuals concerned can 
tell us if we are right or wrong. 

Owing to the frequency with which 
syphilis is transmitted to the spouse and 
offspring, the subject of syphilis and mar- 
riage has very properly attracted a great 
deal of attention, and especially in relation 
to public health. Many statistical studies 
have been published which need not here be 
reviewed, as our present interests concern 
the matter of how much specific treat- 
ment should be given either the man or 
woman before marriage may be sanctioned, 
in order to be fairly sure that the spouse 
and offspring will not be infected. In a 
way, the subject resolves itself into a dis- 
cussion of the criteria of cure because the 
only safe time to marry is when there are 
good reasons for believing that the indi- 
vidual has been cured. Furthermore, our 
standards and criteria are more strict than 
those laid down by Fournier and other 
older syphilologists, because they had only 
clinical signs for their guidance, whereas we 
have the Wassermann test in addition, which 
has added very materially to our knowledge 
of conjugal and congenital syphilis during 
the past fifteen years. 

I may divide the subject, therefore, into 























two parts, namely: (a) the question of 
syphilis before marriage, and (b) its dis- 
covery after marriage. Relative to the first, 
involving the marriage of a syphilitic, I am 
stating here the rules by which my opinions 
are guided, these being in conformity with 
the practice of many leading and experi- 
enced syphilologists : 

1. Patients seen and placed upon intensive 
treatment during the chancre stage and 
before the Wassermann reaction has become 
positrve may be allowed to marry after at 
least one year of vigorous treatment, fol- 
lowed by a second year of observation and 
milder treatment, provided there have been 
at no time secondary manifestations or 
serological evidences of infection in the 
blood and spinal fluid. 

2. Patients seen and placed upon intensive 
treatment during the late primary stage or in 
the secondary stage after the Wassermann 
reaction has become positive may be allowed 
to marry after two years of vigorous treat- 
ment, followed by a third year of milder 
treatment and observation, during which 
there have been no clinical manifestations 
of the disease, repeatedly negative blood 
Wassermann reactions, and at least one 
complete examination of the spinal fluid 
with negative results. 

3. Patients seen in the latent and tertiary 
stages of syphilis with positive Wassermann 
reactions may be allowed to marry after 
thorough courses of treatment over a period 
of at least two years, followed by a third 
year of milder treatment and observation, 
during which there should be absolutely no 
clinical evidences of syphilis, repeatedly 
negative blood Wassermann reactions, and 
at least one complete examination of the 
spinal fluid with negative results. A provo- 
cative Wassermann test is advisable. 

4. A man witha persistently positive blood 
Wassermann reaction may be allowed to 
marry if there has been at least three years 
of vigorous treatment and if the spinal fluid 
shows no abnormalities; in the majority of 
such instances, both the spouse and children 
escape infection, but it cannot be stated that 
the union is absolutely free of danger of 
transmission of infection, and many physi- 
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cians, including myself, naturally hesitate 
to sanction marriage under these conditions. 
A woman under these conditions, however, 
should not marry at all, because she incurs 
a much greater risk of transmitting the dis- 
ease to offspring; there is likewise a slight 
risk of transmission to the spouse. 

5. A man or woman with a persistently 
positive blood Wassermann reaction and the 
spinal fluid changes of neurosyphilis should 
not marry, regardless of the amount of 
specific treatment received, because under 
these conditions there is more risk of trans- 
mission to both spouse and children. 

The above mentioned conditions are defi- 
nite, and probably most physicians will agree 
in whole or most part with the conditions 
laid down in relation to marriage, but there 
is a larger group of more puzzling cases in 
which an opinion must be very guarded be- 
cause of the impossibility in some cases of 
detecting latent syphilis by the most thor- 
ough physical, serological and roentgenolog- 
ical examinations. 

6. If the patient is certain of having con- 
tracted syphilis several years previously, 
followed by a period of specific treatment, 
I believe that marriage may be sanctioned if 
a thorough physical examination reveals no 
evidences of the’ disease and the blood and 
spinal fluid reactions are negative. I refuse 
an opinion unless a spinal fluid examination 
is permitted, and I believe that a provocative 
Wassermann test is advisable. If the latter 
is conducted, the spinal fluid examination 
should be made when the provocative blood 
tests are conducted, in order to obtain the 
value of provocative spinal fluid reactions, if 
such occur. If in spite of negative and 
favorable results of these kinds the patient 
and the physician wish to be on surer 
ground, a year or two of treatment may be 
given during which repeated physical and 
serological examinations may be made. In 
this case the year of specific treatment 
replaces the provocative injections of ars- 
phenamine or neoarsphenamine, and it may 
be fashioned along the lines employed for 
the treatment of asymptomatic late syphilis. 

%. If the patient, an old syphilitic, is un- 
able to give a definite and clear account of 
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his infection and of his previous treat- 
ment, greater caution is required. Like- 
wise in cases of either sex with in- 
definite but suggestive venereal histories, a 
woman with a history of miscarriages, 
etc., a thorough physical examination should 
be made along with blood Wassermann 
and complete spinal fluid examinations. 
A provocative Wassermann test is advis- 
able and I always advise one probationary 
year during which at least two physical 
and four blood Wassermann tests are made; 
it is not usually necessary or advisable, how- 
ever, to repeat the spinal fluid examinations. 
If these examinations fail to disclose evi- 
dences of the disease, marriage may be 
sanctioned, but it is necessary to employ a 
sensitive complement-fixation test because of 
the danger of falsely negative reattions in 
the presence of extremely latent syphilis. 

It scarcely requires stating that a syphilitic 
of either sex with open lesions, and espe- 
cially chancres and mucous patches, runs 
grave risks of infecting the sexual partner 
and especially by repeated contacts. In ad- 
dition there are risks of extra-genital infec- 
tion, and marriage at least can never be 
sanctioned under such circumstances. 

But in the presence of clinically latent 
syphilis without demonstrable open lesions, 
what are the chances of infection of the 
spouse? The subject must be discussed 
separately according to the sex of the syph- 
ilitic partner. 

A syphilitic husband under these condi- 
tions is far more likely to infect his wife 
than is a syphilitic wife likely to infect her 
husband. She runs the risk of infection by 
three ways, namely, contact with an open 
lesion of the husband which may develop 
at any time; contact with his semen carrying 
Sp. pallida; and thirdly, the possibility of 
infection from a syphilized fetus, if it is 
granted that paternal conceptional syphilis 
may occur. The husband, however, is liable 
to infection from a syphilitic wife only in 
case he comes in contact with open lesions, 
if such develop in the course of years. 

Infection of a wife by contact with the 
open lesions of a husband requires no dis- 
cussion; if one can be certain that the 





disease has been latent through the period 
of marital relationship, infection of the wife 
by this route may be excluded. But I be- 
lieve she may be infected by the semen direct 
without involving the question of pregnancy, 
and especially if her husband’s testicles are 
infected with Sp. pallida, as is now regarded 
of frequent occurrence even in the absence 
of clinical signs of infection. In such cases 
the disease may run a very mild course 
without its presence being suspected, the 
wife being entirely ignorant of infection 
(syphilis ignota), because the spirochetes 
are of greatly reduced virulence. 

But is it possible for a woman to carry a 
syphilitic fetus and yet escape the disease? 
Some physicians believe that Sp. pallida, or 
rather a smaller spore-like form of the 
parasite, may infect the ovum direct (pa- 
ternal conceptional syphilis); but may the 
mother escape through the destruction of 
spirochetes by placental ferments as stated 
by Routh or some other means? Jeans has 
found that 85 per cent of mothers of 
syphilitic infants gave positive Wassermann 
reactions. But what is the status of those 
who do not and who present no clinical 
evidences of the disease? For my own part 
I believe that we should regard all mothers 
of syphilitic children born at or near term 
as syphilitic, and place them on antisyphilitic 
treatment. It may be that a woman abort- 
ing a syphilitic fetus, before the third 
month, may escape infection, but I doubt 
this and feel absolutely sure that all women 
with a history of two or more syphilitic 
pregnancies should be placed on antisyphilitic 
treatment. Indeed, an increasing number of 
syphilologists believe that paternal infection 
of the ovum does not occur and that a syphi- 
litic fetus always indicates that the mother is 
syphilitic and that she was infected before 
conception occurred. In other words, ac- 
cording to this view, a syphilitic fetus al- 
ways indicates syphilitic infection of the 
mother, and I subscribe to this opinion, at 
least to the extent of always advising anti- 
syphilitic treatment of the mother even 
though her blood Wassermann test may 
yield a negative reaction. Indeed, I know 
of no other type of syphilis more likely to 

















yield falsely negative Wassermann reactions 
unless it be latent congenital syphilis of 
children. 


However, it must be granted that a woman 
married to a man infected with syphilis five 
or more years previously may escape semi- 
nal and fetal infection if her husband’s 
disease has been latent. But our opinion in 
each individual case must be based only 
upon thorough physical and serological ex- 
aminations, because if the wife is syphilitic, 
the disease is apt to be very latent and defy 
detection even by thorough and sensitive 
tests. However, we must have some criteria 
for judging whether or not the wife of a 
syphilitic man requires antisyphilitic treat- 
ment, and I believe that treatment may be 
omitted under the following conditions: 
(a) When there are no manifest or sus- 
picious clinical evidences of syphilis; (b) 
when repeated Wassermann tests by a sensi- 
tive and acceptable method yield negative 
reactions; (c) when there is no history of 
spontaneous abortions or miscarriages; (d) 
when the child or children show no clinical 
or serological evidences of syphilis. To these 
may be added negative provocative blood 
Wassermann and spinal fluid reactions, al- 
though these cannot usually be applied when 
conditions demand or warrant the secret 
investigation of spouse and offspring. 

But if these are acceptable as criteria for 
the omission of specific medication for the 
wife of a syphilitic man, what are the indi- 
cations for the institution of treatment? 
I believe these may be stated as follows: 
(a) The presence of even suspicious clinical 
manifestations even though Wassermann 
reactions are negative; (b) the occurrence 
of a positive Wassermann reaction, even 
though there are no clinical manifestations ; 
(c) the birth of a syphilitic fetus or child 
even though there are neither clinical mani- 
festations nor positive Wassermann reac- 
tions in the mother. If the blood Wasser- 
mann reactions are negative but the spinal 
fluid shows abnormalities, treatment should 
be instituted. 

As a general rule, most reliance is placed 
upon the results of Wassermann tests, and 
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especially since these are frequently the best 
examinations possible when conditions de- 
mand an investigation without disclosing its 
purpose. As repeatedly stated, it is impera- 
tive that these tests shall be done with a 
method as sensitive as consistent with spe- 
cificity because even under these circum- 
stances we are always apt to secure falsely 
negative reactions. After a woman has 
lived with a syphilitic man for several years 
we can never be absolutely sure of her hav- 
ing escaped infection; for example, as 
shown by Veeder, at least 86 per cent of 
mothers of syphilitic children yield positive 
Wassermann reactions indicating syphilitic 
infection even though there are no demon- 
strable clinical evidences and the women are 
ignorant of being infected (syphilis ignota). 
At best we may say that in the absence of 
all manifest or suspicious clinical and sero- 
logical evidences of infection antisyphilitic 
treatment need not be given, but that there 
should be subsequent and periodic clinical 
and serological examinations over a period of 
several years. As a general rule these may 
be managed even when it is necessary to 
proceed secretly in order to preserve‘domes- 
tic peace and happiness. But no physician 
should be a party to any agreement by which 
the spouse is neglected and left to her fate; 
with tact and good judgment the physician 
may readily do his duty even in difficult 
situations when suspicion has greatly sharp- 
ened the intellect of the wife. 

The reversal of these conditions may pre- 
sent just as puzzling a situation—that is, 
when syphilis is brought into a marital re- 
lationship by the woman. If she presents 
early open lesions it is almost sure that the 
husband will become: infected with the pro- 
duction of a chancre and the usual clinical 
course of syphilis. But in the absence of 
these, what are the chances of infection of 
the husband when the disease in the wife 
is chronic and latent with no demonstrable 
open lesions? The possibilities of his con- 
tracting the disease are very much less than 
when the conditions are reversed and the 
syphilitic partner is the male. But yet there 
is danger of infection, and especially after 
marriage of severaleyears. Evidently small 
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open lesions may develop about the woman 
which do not attract attention, and, curiously 
enough, the man may not notice a chancre 
or other manifestations of sufficient degree 
to attract attention, the presence of the 
disease being unsuspected because he is 
ignorant of the possibilities of infection. 
Numerous instances are on record of neuro- 
syphilis in the husband contracted from 
marriage with a neurosyphilitic woman, al- 
though in most cases the reverse pertains. 
Evidently the spirochetes, derived from small 
undetected lesions about the woman, are of 
greatly reduced virulence and produce un- 
detected lesions at the point of entry. 
Therefore, if syphilis has been introduced 
into a marriage by the wife, the husband 
should be examined for evidences of infec- 
tion, and when this must be secretly done I 
know of no more difficult situation. As a 
general rule, it is possible to arrange for a 
physical examination and a blood Wasser- 
mann test at least, and if the latter is posi- 
tive by a sensitive and acceptable method, 
it may be assumed that the husband is 
infected and in need of specific treatment. 
If these examinations are negative a provo- 
cative Wassermann test and examination 
of the spinal fluid should be done if possi- 
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ble; if these are negative we may at least 
state that there are no indications for anti- 
syphilitic treatment, although we may not be 
absolutely sure that latent syphilitic infec- 
tion is absent. 

When syphilis is discovered in either 
spouse under such conditions, it is almost 
impossible to give thorough treatment with- 
out disclosing its purpose; at least, in my 
experience, it is difficult to secure proper 
cooperation until the patient understands 
the purpose of treatment. *I have in many 
cases, however, given courses of neoars- 
phenamine by intravenous injection on the 
assumption that these were required for the 
correction of anemic states, and have suc- 
ceeded in administering mercury by inunc- 
tion in the form of 85-per-cent calomel 
ointment under the disguise of massage. 
Mercury and iodide at least may be easily 
given by ingestion over long periods of 
time after Fournier’s chronic intermittent 
method. But if possible, the plan of thera- 
peutic attack should be along the same lines 
as advised for the’ treatment of chronic 
syphilis according to the condition of the 
spouse, although modifications are usually 
demanded by the individual conditions and 
circumstances of each patient. 





Ankle Sprains: 


Diagnosis and Treatment’ 


BY V. W. MURRAY WRIGHT, M.D. 


Assistant Instructor in Surgery, University of Pennsylvania 


Sprains of the ankle-joint are so common 
that it would hardly seem necessary to say 
mote about them. It has been the author’s 
experience however to see so many improp- 
erly treated cases referred to the Out-patient 
Surgical Service of the University Hospital 
and the Industrial Surgical Clinic of the 
Howard Hospital, that he has deemed it 
worth while to call attention to a few salient 
facts. Unless a condition be, first, diag- 
nosed correctly it cannot, secondly, be 
treated properly. 

The majority of the cases seen have 
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been improperly treated because the doctor 
handling the case apparently had no con- 
ception of the surgical pathology present and 
the measures that should be instituted to 
correct them. The uninitiated are wont to 
apply a bandage, which soon loosens and is 
of very little support in the early stage, or 
a Gibney boot, which is not the proper 
treatment for all ankle sprains, and if the 
patient still complains, blame the patient. 
Figure-of-eight, spica bandages and indis- 
criminating strapping are frequently applied 
without any regard as to what ligaments 
have been injured. The exact ligament or 
ligaments injured should be diagnosed and 
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corrective measures applied to relax them 
and maintain this state until their repair has 
been accomplished. 


ANATOMICAL CONSIDERATIONS. 


For the purposes of this article, the liga- 
ments most often involved will be briefly 


.noted. They do not include those of the 


foot which enter into traumatized transverse 
and longitudinal arches. Briefly, there are 
but eight important ligaments to remember, 
and their location makes this easy. The 
capsular ligament of the ankle is made up of 
anterior, posterior, and lateral portions. It 
is weakest anteriorly and posteriorly where 
effusion often escapes. The ligaments are 
(see Figs. 1 and 2): 

1. The anterior tibiotarsal ligament ex- 
tending from the anterior margin of the 
lower extremity of the tibia to the astragalus, 
below, in front of its articular surface. 

2. The posterior tibiotarsal ligament is 
attached above to the posterior margin of 
the articular surface of the tibia, and below 
to the astragalus. 

3. The anterior fasciculus of the external 
lateral ligament is fastened anteriorly to the 

















Fic. 1.—Outer aspect of ankle: Ay, anterior fasciculus 
and P, posterior fasciculus of the external lateral liga- 
ment; AL, anterior ligament; PL, posterior ligament. 


scaphoid and posteriorly to the lower end 
of the fibula or external malleolus. 

4. The medial fasciculus of the external 
lateral ligament is attached to the fibula 
above and the medial external lateral sur- 
face of the calcaneum below. 
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5. The posterior fasciculus of the exter- 
nal lateral ligament is attached to the fibula 
in front and to the external tubercle on the 
posterior surface of the astragalus. 

6. On the inner aspect of the ankle the 
internal lateral or deltoid ligament is divided 

















Fic. 2.—Inner aspect of ankle: ILL, internal lateral 

ligament; A, anterior fasciculus; M, medial fasciculus; 

P, posterior fasciculus; AL, anterior ligament; PL, pos~ 
terior ligament. 


into three distinct sets of fibers. The ante- 
rior fasciculus arising from the common 
origin of all three on the internal margin of 
the lower end of the tibia, passes downward 
and forward to be attached to the scaphoid 
(Fig. 2). 

%. The medial fasciculus is attached be- 
low to the sustentaculum tali of the cal- 
caneum, and 

8. The posterior fasciculus to the poste- 
rior surface of the astragalus. 


SURGICAL PATHOLOGY, 


In the usual sprain of an ankle the injury 
is confined to the ankle-joint, the subastrag- 
aloid joint, and to their ligaments. The 
sprain is more often the result of inversion 
than eversion of the foot, the external and 
anterior ligaments being, in consequence, 
most often involved. In eversion the plantar 
ligaments are so strong that the foot moves 
as a whole, and the force is transmitted 
directly to the ankle and leg bones, and 
most likely results in a Pott’s fracture of 
the fibula with or without a tearing off of 
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the internal malleolus or rupture of the 
internal lateral ligament.* 

Likewise, there are varying degrees of 
sprains ranging from mild to moderately 
severe, severe sprains, and sprain-fracture. 


Fic. 3.—Ligamentous action according to movements. 

A, E, normal position, all ligaments balanced; B, flexion, 

posteriors stretched; C, extension, anteriors stretched; 

D, F, inversion, ext. laterals stretched; G, eversion, int. 
laterals stretched. 


In the first, the ligaments are moderately 
stretched; in the second, they are severely 
stretched or partially torn; in the third, the 
ligamentous fibers wholly or in part are 
ruptured, and in the latter condition a bony 
attachment gives way and is carried from 
its origin. In addition to the ligamentous 
injury there is trauma, varying in degree 
according to the severity of the causative 
violence, to the joint surfaces, local blood- 
vessels and tissues. The injury to the soft 
tissues results in effusion, synovitis, ecchy- 
mosis, and contusion. 


MECHANICAL CONSIDERATIONS. 


The bones of the foot are firmly attached 
to each other and move more or less to- 
gether, the foot acting as a lever and the 
articulating surface of the lower end of the 
tibia as a fulcrum (Fig. 3). When the foot 
is extended the anterior ligaments are 
relaxed and the posteriors are placed on 
tension, and vice versa in flexion. In ever- 
sion the internal lateral ligaments become 
stretched,- while the externals relax, the 
opposite holding true for inversion. Any 
combination of these movements will cor- 
respondingly affect various ligaments. 

After injury has occurred the affected 
ligament or ligaments can be diagnosed by 
placing the foot (forcibly) in the above 
combination of positions, when pain will 
occur over the injured ligaments. Then, by 
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placing the foot in the opposite position the 
sprained ligaments are relaxed, and when 
overcorrection with firm immobilization is 
accomplished, repair takes place. Treat- 
ment, therefore, depends upon diagnosis, 
and diagnosis upon attention to the anatom- 
ical and mechanical considerations. 


DIAGNOSIS. 


The ankle is observed and any abnormal- 
ity of position, size or appearance is noted, 
and whether effusion is below the malleolus 
or anteriorly and posteriorly at the weakest 
points. The patient is questioned to learn 
whether the ankle was “turned-in” (in- 
verted) or “turned-out” (everted), and 
whether flexed or extended. He is then 
asked to point with one finger to the spot 
which hurts the most. Invariably the point- 
ing finger falls directly on the injured liga- 
ment. The area pointed to is then tested by 
inversion, eversion, extension and flexion to 
learn if more than one ligament is involved. 
To do this best, grasp the ankle in one hand 
and the foot about the instep with the other, 
and use a moderate amount of pressure in 
placing the various ligaments on tension. 
Pressure with the thumbs is then exerted 
over the ligaments and the bones to which 
they are attached. Fractures will give pain 
when pressure is brought to bear on the frac- 
tured bone—sprains give pain on pressure 


Fic. 4.—Sprain fractures. A, ankle in normal condition 

and position; B, improper or loose immobilization; C, over- 

correction, fragments in apposition, and injured ligaments 
relaxed. 


over the ligaments. Abnormal mobility and 
crepitus are, naturally, absent in the latter. 
All cases of severe sprain, sprain-fracture, or 
those which do not improve as quickly as 
they ought, should be x-rayed. Pain in a 
ligament, either by direct pressure or by 





ORIGINAL ARTICLES 15 


indirect tension, means injury to it. After 
the diagnosis has been made, check it by 
putting the suspected ligament on forced 
tension; this will give you the position of 
maximum pain. Then place the foot in the 
opposite direction to overcorrect the injured 
ligament, and if the foot is then in the posi- 
tion of maximum comfort, the diagnosis is 
correct and the foot may be safely immo- 
bilized in this position. 


TREATMENT. 


This has virtually been given already. 
The ligament or ligaments injured should 
be overcorrected to relax them so they may 
undergo repair, and this condition main- 
tained by proper immobilization. Except in 
bed-patients or those, in whom the dressing 
is unnecessarily changed daily, bandages, no 
matter of what type, cannot maintain im- 


Fic. 5.—Ankle strapping and direction of tension. A, 
foot everted for sprain of ext. lat. ligament; B, foot 
inverted (internal lateral ligament); C, foot inverted and 
extended (ant. ext. lat. ligament); D, foot inverted and 
flexed, for sprain of the post. ext. lat. ligament. 


mobilization. Bandages stretch easily and 
slip more readily. Adhesive strapping serves 
the purpose much better for at least 80 per 
cent of the cases. Moderately severe cases 


with a great deal of effusion and contusion, 


and which have to be kept in bed, may be 
bandaged firmly until the swelling subsides ; 
strapping may then be applied. Severe 
sprains and sprain fractures should be im- 
mobilized by molded plaster splints.’ 


Fic. 6.—Ankle strapping for bilateral sprains. A, medial 
ligaments (Gibney’s boot); B, posterior ligament; C, ante- 
rior ligament. (Inset shows covering of free ends.) 


The adhesive straps as used by the author 
are 24 inches long and 1% inches wide. 
Each succeeding strap overlaps the other 
one-half its width, and a short strip is placed 
at right angles over the finished ends (Fig. 
6) to prevent them from curling and loosen- 
ing. No one method of strapping is applied 
to all sprains, but rather each case is treated 
individually. The table below and Figs. 5 
and 6 are self-explanatory. 

The straps are left in place for at least 
five days, and where there has been but a 
little swelling and the foot has not been 
used too much, it may be left on a week 
before new ones-are applied. The ankle 
and lower leg should of course be shaved 
first. After the plaster splints have been 
removed in the more severe cases, strapping 
for a week is advisable. Moderately severe 
cases should be strapped for a period of 





IMMOBILIZATION. 





Ligaments injured. 


Anterior. 

Posterior. 
External lateral: Anterior. 
Medial. 
Posterior. 
Anterior. 
Medial. 
Posterior. 
Anterior. 
Medial. 


Posterior. 


Internal la‘eral: 


Bilateral : 





Extension: 

Flexion: 

Eversion and extension. 
“ 


“ “ 


Extension: 
Mid-position : 
Flexion: 


Position of overcorrection and immobilization. 





Anterior stirrup. 
Posterior stirrup or Gibney boot. 
“ mid-position. 
flexion. 


Inversion and extension. 


“ “ 


mid-position. 
flexion. 
Anterior stirrup. 
Gibney boot. 
Gibney boot or posterior stirrup. 


“ “ 





*Eldridge, L. Eliason: Practical Bandaging, Incliiding Adhesive and Plaster-of-Paris Dressings. 
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one to two weeks and wear an elastic ankle 
support for the following two weeks. 

For the attending traumatic arthritis, 
synovitis, effusion, and pain, immobilization 
and the removal of weight-bearing for at 
least twenty-four hours is the first and best 
remedy. If seen within four to six hours 
after the injury has occurred, cold appli- 
cations will check the amount of effusion. 
After this period heat will promote absorp- 
tion. of the exudate and relieve the pain. 
Moderately severe and severe cases should 
use crutches until the ligaments are well 
under way to repair. Sprain fractures 


should be treated as fractures first and as 
sprains later, being immobilized in a plaster- 
splint or cast for three weeks. This splint is 
preferred by the author as it can be removed 
for baking and massage, and be firmly ap- 
plied each time it is removed and as the 
swelling subsides. The ankle-joint, because 
it is so much used, should be immobilized 
a sufficient length of time to insure proper 
healing, otherwise a chronic sprain results 
which is an annoyance to the patient, a 
slight to the attending physician, and a time- 
loser to the employee and employer. ° 


1820 P.neE STREET, PHILADELPHIA. 





The Causes and Prevention of Gonorrheal 
E,pididymitis 


BY P. S. PELOUZE, M.D. 
From Department of Urology, University of Pennsylvania, Philadelphia 


Gonorrheal epididymitis is variously stated 
by different authorities to occur in from ten 
to thirty per cent of all cases of the diséase. 
Having occurred it is said to render from 
twenty-three to forty-one per cent of such 
individuals permanently sterile. Obviously 
a gonorrheal complication of such frequency 
and far-reaching influences is a very impor- 
tant thing to the human race, and anything 
that even in a small measure can reduce its 
incidence is worthy of ‘the closest study. 

Of all of the complications of gonorrhea 
it is probably the most easily preventable, 
and in order to reduce its incidence we must 
have a better knowledge of its causes. We 
have indulged in much discussion in this 
regard and much of it has been rather fanci- 
ful. There have been given a number of 
answers to the question, “How does the 
gonococcus reach the epididymis?” Most of 
these have had little to recommend them, 
and if ever true are but rarely so. 

Much has been said about lymphogenous 
and hematogenous transference of the gono- 
coccus to the epididymal tube. Despite some 
meager evidence that bacteria injected into 
the posterior urethra of a guinea-pig may 


at times pass along the lymphatics of the 
vas deferens, there is little to substantiate 
the thought regarding man. It is so out of 
accord with our clinical knowledge and the 
histopathology of the disease that it merits 
but little comment. 

Infection by continuity of surface is like- 
wise a very remote possibility. If we ac- 
cept this as an answer we then must aban- 
don most of our apparent causal factors of 
treatment and hygiene. There are likewise 
a number of anatomical and physiological 
arguments against it. The ejaculatory duct 
is about two centimeters long and the vas 
deferens is forty-five, and the gonococcus 
must spread all of this distance against the 
current of fluid and the peristalsis of the 
vas. The development of epididymitis after 
the occurrence of known determining events 
is far more immediate than could be oc- 
casioned by such a mode of bacterial pro- 
gression, for the disease does not spread 
such great distances so rapidly. Long, 
narrow mucous channels rarely become in- 
fected through continuity of surface despite 
the fact that they are lined by the most sus- 


ceptible type of cells. If further argument 
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were needed it would be but necessary to 
cite the well-known clinical observation that 
in at least ninety-eight per cent of our cases 
the epididymis is inflamed before the vas 
deferens; that the vas generally becomes 
inflamed at its epididymal extremity first. 

Of all of the answers to our question we 
have heard most of reverse peristalsis. In 
this, too, we can find some decided flaws. 
To be due to reverse peristalsis it would be 
necessary for the ejaculatory duct and the 
vas deferens to reverse their peristaltic 
wave while the seminal vesicle underwent 
its normal mode of contraction. It has been 
demonstrated repeatedly that substances in- 
jected through the ejaculatory duct enter the 
seminal vesicle before they can pass into the 
ampulla of the vas. Not only do they enter 
the vesicle, but, unless of a highly irritating 
nature, they fill it before anything passes 
into the vas. Such being the case it is 
hardly likely that a peristaltic wave of the 
ejaculatory duct, if such were possible, 
could deliver sufficient fluid from the pos- 
terior urethra to fill the vesicle. Perhaps 
the greatest flaw in the thought is the fact 
that the ejaculatory duct contains no circular 
muscular fibers to make a peristaltic wave 
possible, and without such a wave the theory 
lacks plausibility. Such a reverse peristaltic 
wave can occur in the vas deferens, but 
what danger could it occasion unless the 
infective material were delivered to its 
lumen via the ejaculatory duct and seminal 
vesicle ? 

With so few things in favor of these 


theories and so many stronger arguments 
against them we would do best to look in 
other directions if we would explain the 
transit of the gonococcus from the posterior 


urethra to the epididymis. As the symp- 
toms of the affection generally occur well 
within twenty-four hours following some 
definite mechanical event they must be due 
at first to a toxin response. The implanta- 
tion of the viable gonococcus could not 
cause such an immediate reaction. It would 
in such an event be necessary for the im- 
planted gonococci to complete their life cycle 


‘have been gathered in favor of it. 


and liberate their endocellular toxin through 
autolysis. As the mucosal response is too 
immediate for such events to take place, it 
is obvious that there must be delivered to 
the epididymal tube some older, disinte- 
grated purulent products rich in gonotoxin. 

Just how does this gonotoxin-laden pus 
reach the epididymal tube? To answer this 
question let us see first what we long have 
believed regarding certain predisposing or 
determining events. Of the occurrences 
most likely to be followed by epididymitis, 
according to our text-books, are “the rough 
and unscientific use of instruments in the 
posterior urethra, irrigations or injections 
forcibly given, sexual excitement and ex- 
cesses, violent physical exercise, digital 
manipulation of the prostate and seminal 
vesicles,” etc. In other words, things that 
cause direct pressure on the subvesical 
structures or great increases of intraurethral 
and intravesical pressures, for sexual ex- 
citement seems not to be a factor if the 
bladder is empty. Briefly, some mechanical 
transference of purulent products from the 
one point to the other. 

The way through the conducting structures 
from the posterior urethra to the epididymis 
is long and tortuous, and such a method of 
transporting gonorrheal pus at first seems 
questionable. Let us see what other data 
It has 
been shown repeatedly by the roentgeno- 
grams of substances injected into the seminal 
vesicle via the ejaculatory duct that in some 
individuals, after the vesicle is entirely 
filled, some of the solution finds its way 
down into the vas deferens. This in itself 
proves that where the pressure is sufficient 
fluids can be made to reach the epididymis, 
and all of our physical causes mean such 
pressure. 

There is however greater proof to be 
found in Belfield’s reports of his experi- 
ences following his operation of vasostomy. 
This operation was done by making an 
opening in the vas deferens just below its 
point of emergence from the inguinal canal 
for the injection of antiseptics into the 
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seminal vesicle. It was his observation that 
in a number of such individuals a few drops 
of urine would ooze from the opening in 
the vas when the bladder was quite full. 
Such an observation seems to give us the 
best answer to our question. If urine can 
come from the bladder into the posterior 
urethra, ejaculatory duct, seminal vesicle, 
and find its way to the junction of the mid- 
dle and lower third of the vas deferens, it 
should have no more trouble in reaching the 
epididymal tube. Certainly the proved fact 
that in certain patients urine forces as far as 
a vasostomy wound is of more significance 
than those other etiological dreams. After 
some years of observation the writer is of 
the opinion that such is the only worth- 
while explanation of the matter and offers 
us simple means of preventing epididymitis 
by avoidance of the things that could act as 
a cause. 

It has been the writer’s experience to have 
some urological surgeons combat such a 
simple explanation of the matter and use 
as arguments against it their experiences 
with epididymitis following prostatectomy. 
But little study is required to show that 
their experiences offer almost incontroverti- 
ble argument for direct pressure transfer- 
ence of infection. They directly manipulate 
the subvesical structures at operation, and 
few bladders are subjected to greater inter- 
nal pressure than those of the prostatic. 
But, they say, “It is some days before there 
are any signs of inflammation of the epi- 
didymis.” There should be, for they are 
not dealing with a microOrganism the toxin 
of which produces an almost immediate 
toxin response. It should take three or 
more days for it to develop from the direct 
implantation of the bacteria concerned. They 
cite the occurrence of epididymitis following 
the use of an indwelling catheter when there 
is no increase of intravesical pressure. In- 
vestigation of such cases will probably show 
the epididymitis to have occurred within the 
first five days of the presence of the cathe- 
ter; that the infection really followed their 
first efforts to empty the bladder. As further 
argument they speak of the cases occurring 








long after prostatectomy. It should not be 
forgotten that most of this latter class occur 
shortly after the establishment of urethral 
urination at a time when the postoperative 
swelling of the posterior urethra has sub- 
sided so that the torn or untorn ends of the 
ejaculatory ducts are no longer closed by 
such swelling. If more argument were 
needed they have supplied it by showing 
that postoperative epididymitis does not oc- 
cur if they ligate and sever the vasa defer- 
entia before prostatectomy. 

In addition to these proofs offered us by 
the surgeons, let us see what other argu- 
ments we have in favor of the mechanical 
transference of pus from these two points, 
for, if we are correct, the prevention of the 
complication should become rather a simple 
matter. We would merely have to avoid 
certain faults of treatment and have the 
patient avoid certain faults of conduct to 
obliterate epididymitis. After a number of 
years’ experience the writer is convinced 
that such a result is rather easily obtained. 
Being of such far-reaching importance a re- 
cital of our points of proof are not without 
value. 

1. Urine passes down the vas deferens 
in some individuals when the bladder is full. 

2. Unless of the nature of a chemical irri- 
tant, which Lespinasse has shown throws the 
vesicle into spasm, fluids coming via the 
ejaculatory duct balloon the seminal vesicle 
before passing into the vas. 

3. It is therefore obvious that the amount 
of fluid must be large unless the vesicle is 
already full. 

4. It is common knowledge that in many 
patients the internal vesical sphincter relaxes 
when the bladder is quite full, particularly 
if the intravesical pressure is raised, and 
the posterior urethra becomes virtually a 
part of the bladder cavity. Its purulent con- 
tents are therefore subjected to the same 
degree of pressure. ‘ 

5. The ejaculatory ducts are freely patu- 
lous in some individuals, as evidenced by the 
presence of spermatozoa in their morning 
urines in the absence of an organism. 














6. The ejaculatory ducts present no mus- 
culature that could occasion a reverse peri- 
stalsis. 

%. The vas deferens and ampulla offer 
too many obstacles to such a rapid spread 
of infection by continuity of surface, and 
in order to receive the infection the vesicle 
must first be supplied with it. 

The histories of these unfortunates usually 
will show that within twenty-four hours 
preceding the onset of epididymal symptoms 
they indulged in coitus, sexual excitement 
or strenuous exercise with a very full 
bladder; that some form of treatment wiis 
carried out that either enormously raised 
intraurethral and intravesical pressure, or 
manipulations were carried out that also put 
great pressure on the seminal vesicles so that 
infective material delivered to them by the 
former were forced into the vas deferens 
and on to the epididymal tube. 

Such overwhelming evidence in favor of 
a truly mechanistic view of the determining 
causes of epididymal involvement by the 
gonococcus is a highly fortunate circum- 
stance. We have but to find a way to avoid 
certain things and we at once reduce the 
complication almost to a point of oblitera- 
tion. Fortunately, too, the treatment fac- 
tors that must be avoided are those that 
should be avoided regardless of epididymitis, 
for they are generally too strenuous for a 
disease requiring the utmost gentleness for 
its cure. JT urther, the restraint that must 
be placed upon the patient if he would avoid 

the complication is of a nature that should 
not cause him to rebel once he is made to 
understand its importance. 

If the following rules are carried out by 
the physician in his treatments of posterior 
urethritis and its concomitant prostatitis, and 
by the patient in his daily conduct, the inci- 
dence of gonorrheal epididymitis will prac- 
tically cease. 

1. Patients should be carefully warned 
against sexual excitement, 


indulging in 


coitus or strenuous physical exercise during 
the existence of posterior urethritis, par- 
It is ex- 


ticularly if the bladder is full. 
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tremely doubtful if either will occasion 
epididymitis if the bladder is empty. 

2. Nothing should be injected into an 
acutely inflamed posterior urethra until the 
patient entirely has regained his vesical 
comfort. The vesical spasm occasioned 
thereby is often a matter of danger. 

3. When the local treatments are insti- 
tuted following acute posterior urethritis 
the irrigating fountain should never be more 
than three and a half feet above the urethral 
level and the bladder should not be fully 
distended with the fluid. 

4. No instruments should be passed into 
the posterior urethra during the presence 
of the gonococcus except for the relief of 
complete urinary retention, where one often 
has no choice of action. 

5. Digital manipulations of the prostate 
and seminal vesicles should never be done 
until long after all acute symptoms have 
subsided. They should always be done with 
care and caution so long as the gonococcus 
is present. 

6. The utmost gentleness in every form 
of treatment, keeping constantly in mind the 
dangers of high pressure of any type, will 
be the means of obliterating epididymitis as 
a doctor’s misfortune, and proper instruc- 
tions to the patient will greatly reduce it as 
a patient’s misfortune. Both will likewise 
prevent most of the other complications of 
gonorrhea that help to make it such a for- 
midable disease. 





The Diagnosis and Treatment of 
Bronchiectasis. 


BuRRELL in The Practitioner for Septem- 
ber, 1926, writes that the great principle in 
the treatment of disease is to remove the 
cause. Bronchiectasis is not infrequently 
caused by the presence of a foreign body, 
such as a button, pipe-stem, peanut, or a 
piece of tonsil after operation. Quite a 
large substance can get into a bronchus 
without the patient knowing anything about 
it. Therefore before embarking on treat- 
ment one should make quite certain by 
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means of x-rays, and, if necessary, bron- 
choscopy, that the disease is not due to a 
foreign body, by the removal of which the 
condition will be cured. Again, bronchiec- 
tasis may result (though very rarely) from 
syphilitic ulceration or gummata. In these 
cases antisyphilitic treatment may lead to a 
very great improvement, if not an actual 
cure. Pressure from aneurism or neoplasm 
may be the cause, and so should be looked 
for. Nasal sinusitis is often present in 
.bronchiectasis, and improvement sometimes 
follows treatment of the nasal sinuses. This 
should be done before submitting the pa- 
tient to any more serious operation. 

If there is no cause which can be dealt 
with directly, treatment must depend upon 
the condition and age of the patient, and the 
severity of the disease, but the more simple 
methods should always be tried first, as they 
are often sufficient to effect a cure even in 
bad cases. 

The objects of medicinal treatment are 
to empty and flush out the dilated tubes by 
means of expectorants and to relieve the 
bronchial fetor. One must remember, how- 
ever, that the disease cannot be cured by 
drugs alone, and it is most important to as- 
sist in the emptying of the tubes by means 
of posture. Of expectorants, potassium 
iodide has beef much used, but in the case 
of children an occasional emetic is the best 
method of bringing up the sputum. Garlic 
was at one’ time frequently given, and good 
results were claimed from its use. No 
doubt it has deodorant powers, but its own 


smell is so unpleasant that the patient is apt | 


to feel that, so far as his breath is concerned, 
little more has been done than to substitute 
one smell for another. 

Creosote is undoubtedly of value in this 
disease. It may be given in capsules, and 
if at first small doses are given (minims 
3 to 5) they can be gradually increased un- 
til very large doses are being taken without 
ill-effect. Creosote vapor may be inhaled 


in cases in which there is much fetor, and 
the creosote chamber is the best method of 
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employing this treatment. The patients are 
seated in a small room, and commercial 
creosote is heated in a metal bowl over a 
gas flame so that the fumes fill the room. 
The patient’s eyes should be protected as the 
fumes are irritating. The patients can rare- 
ly stay in the room for more than a few 
minutes at first, but after a time they be- 
come accustomed to the vapor, and are able 
to stay in the chamber for an hour without 
any discomfort. The fumes have a deodor- 
izing effect, but, in addition to this, they 
excite cough and help to empty the tubes. 

Intratracheal medication has been em- 
ployed, and various drugs have been in- 
jected with a laryngeal syringe. A com- 
mon mixture was menthol 10 parts, guaiacol 
2 parts, and olive oil 88 parts, or iodoform 
in olive oil was used. This method of treat- 
ment has not given good results, and he 
thinks it may actually do harm. Experi- 
ments on animals suggest that such injec- 
tions may set up a proliferative broncho- 
pneumonia, and may even lead to abscess 
or gangrene of lung. 

Postural treatment is very important, and 
often in conjunction with a little creosote 
and tonic treatment is sufficient to cure the 
complaint. In adults, when the disease is 
fully established, it is not likely to succeed, 
but it may give great relief and enable the 
patient to live in comfort. In children, and 
especially if the disease is of recent origin, 
the results are very good. It will be found 
that by lying in a certain position or bend- 
ing down, in the case of a child, holding it 
upside down, it is possible to empty the 
tubes. Or the patient may be put on a 
slanting bed or inclined plane. If the tubes 
are emptied twice a day by these means it 
will often be found that the sputum becomes 
less and less in quantity, whilst the general 
condition of the patient steadily improves. 
In some cases, however, all these measures 
are of no avail, and one finds oneself with 
a toxic patient, coughing up a quantity of 
offensive sputum, either with continuous 
pyrexia or liable to bouts of fever and often 
hemoptysis. 





Editorial 


HYDROCHLORIC ACID IN PER. 
NICIOUS ANEMIA. 

It is an unfortunate fact, which cannot 
be denied, that our knowledge of the under- 
lying causes of pernicious anemia is exceed- 
ingly limited. As with all diseases which 
present obstacles when an attempt to study 
their cause is made, various conjectures, 
resting upon fairly good ground in some 
instances, have been advanced by different 
workers in the field of hematology. In some 
instances these conjectures have been noth- 
ing more than theories. In still others they 
have been based upon an amount of labora- 
tory and clinical research somewhat similar 
in thoroughness to the investigations carried 
on for many years in regard to diabetes, and 
yet we have to discover an explanation of 
the onset of this at present incurable malady. 
Furthermore, we have yet to discover an 
adequate means of combating it. 

One of the ideas which has received a 
_ good deal of acceptance by some eminent 
clinicians is that there is a primary condition 
in the stomach whereby no hydrochloric acid 
is secreted, and that the absence of this acid 
permits pathogenic organisms to rapidly 
multiply and produce hemolytic toxins, with 
the result that the bone-marrow is particu- 
larly affected, and that in its endeavor to 
compensate for the destruction of red blood 
cells already in existence it finally breaks 
down as the result not only of toxic agents, 
but from exhaustion. 

For this reason it has been suggested that 


all cases of pernicious anemia should receive . 


full doses of hydrochloric acid. Those who 
have used this agent most insist that the 
small or moderate doses which have been 
commonly employed in the treatment of 
gastric disorders are inadequate, and that 
the quantities administered should be as 
much as the patient’s stomach will tolerate 
without irritation. 

One of the difficulties in this plan of treat- 
ment lies in the fact that sore tongue is an 
exceedingly common complication of perni- 


cious anemia, and that patients find it diffi- 
cult to take the acid in large quantities, even 
when well diluted, for this reason. 

At first sight it would seem that if ab- 
sence of hydrochloric acid is the underlying 
cause, such treatment should be most effi- 
cacious, but as a matter of fact it does so 
little that it is a nice question as to whether 
when improvement occurs such improve- | 
ment is not one of the remissions, more or 
less marked, which are so commonly met 
with in the course of this malady. Of course, 
those who are in favor of the theory of 
absence of the hydrochloric acid believe that 
when the patient presents himself for treat- 
ment the disease is usually so far advanced 
that hydrochloric acid cannot be expected to 
accomplish much, and for this reason they 
are inclined to urge that in almost all cases 
of anemia a study of gastric acid should be 
made, and if such acid is below normal, 
and particularly if the acid is absent, that 
the free administration of this acid should 
be instituted at once for prophylactic and 
curative purposes. 

Several months ago Grinker published a 
paper based upon an examination of the lit- 
erature and upon the study of a number of 
cases of pernicious anemia, and pointed out 
therein that normal gastric acid may be 
present in pernicious anemia. He went even 
further than this, and claimed that achylia 
preceding the anemia by many years makes 
it improbable that it is a predisposing cause. 
Indeed, he went a step further, and asserted 
that there is no evidence that an intestinal 
infection is present as a result of the bowel 
being deprived of the prophylactic barrier 
of hydrochloric acid in the stomach. 

Grinker’s research is worthy of consid- 
eration because of its thoroughness, but 
there have been many other researches 
which seem to be equally thorough, the au- 
thors of which are confident that they are 
right and that he is wrong. However this 
may be, we think it fair to state that there 
is enough evidence of the value of hydro- 
chloric acid to make it worth while for the 
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physician to bear in mind that a gastric 
analysis should be made and that hydro- 
chloric acid should be given if the analysis 
reveals its absence or reduction in amount. 





A NOTE AS TO ATROPINE AND 
ALCOHOL AND THEIR EF- 
FECT UPON THE STOMACH. 


It has been well recognized for a number 
of years that full doses of atropine diminish 
the tonicity of the pyloric sphincter, and this 
drug, or belladonna, is often used by the 
roentgenologist to aid him in determining 
whether the pyloric disturbance is due to 
spasm or to a definite lesion. From what 
we have hitherto known of the physiological 
action of this drug and its influence upon 
unstriped muscle fiber, we would naturally 
conclude that such full doses would not only 
relax the sphincter, but, by diminishing the 
gastric activity, delay the emptying of the 
stomach, although the relaxation of the 
pylorus would naturally tend toward empty- 
ing the stomach promptly. 

Up to date too little work has been done 
upon the influence of various drugs upon 
gastric secretion and motility. For this 
reason attention should be called to a re- 
search carried out upon patients by Keefer 
and Bloomfield. They found that doses as 
large as the patient can tolerate markedly 
diminish gastric secretion step by step with 
reduction in acidity, but it is interesting to 
note that they did not find, to use their 
words, definite changes in gastric motility. 
Another interesting result of their investi- 
gation is to the effect that when full phar- 
macological doses of atropine were given 
and 50 cc. of a 7-per-cent solution of alcohol 
was administered, this latter drug induced 
gastric secretion, or, in other words, anti- 
doted the influence of the atropine. 

It has long been held by unbiased clini- 
cians of wide experience that in many cases 
of illness in which fever is present, tnere 
is a diminished secretion of hydrochloric 
acid, and that one of the ways in which alco- 
hol does good in such patients is by in- 
creasing gastric secretion and so enabling 


the patient to digest and assimilate more 
food. 

It has been urged by those who are op- 
posed to alcohol as a medicament that if 
alcohol is added to a digestive mixture in a 
test tube and white of egg is added, the 
alcohol will prevent the digestive ferments 
from changing the proteins into peptones. 
The fallacy of the test-tube experiment is 
that there is no reserve, and the difference 
in the results of the two experiments shows 
the futility of studies in vitro as compared 
to functional studies in vivo. 





THE POSSIBILITIES OF LEAD 
POISONING. 


There is probably no substance which more 
commonly produces subacute or chronic 
poisoning than lead. It is not only wise to 
remember this fact, but also to bear in mind 
that this toxic agent often enters the body 
in ways that are so extraordinary, as com- 
pared to the entrance of other toxic sub- 
stances, and that all patients who are 
presenting symptoms connected with the ner- 
vous or gastrointestinal tract, which are diffi- 
cult of explanation, should be suspected as 
sufferers from this agent. 

When it is recalled that on one occasion 
in the State of Pennsylvania an epidemic 
of so-called dry cholera, or “gripes,” in- 
volved many persons, it will also be remem- 
bered that the explanation lay in the fact 
that the housewives of the farmers had put 
up apple-butter in glazed crocks the glazing 
of which contained lead. A similar epidemic 
in New York State arose from the fact that 
a miller had filled holes in his grindstone 
with lead and thereby lead was ground into 
the flour. 

Nearly forty years ago a wide-spread 
epidemic of subacute and chronic lead pois- 
oning occurred in a certain district in Phila- 
delphia, due to the fact that bakers, in order 
to save the expense of purchasing eggs, 
made cakes colored with chromate of lead. 

There have been instances in which lead 
poisoning has arisen from contaminated 
beer. 











Now we have reported in La Presse Méd- 
icale subacute or chronic lead poisoning in 
no less than 314 cases which occurred in Bul- 
garia, due to a deliberate contamination of 
red pepper with red lead. In one instance 
poisoning followed a single dose of two tea- 
spoonfuls of so-called red pepper, containing 
about 6 grains of red lead, taken at one meal. 

It will also be recalled that at one time 
it was by no means an uncommon practice 
in England for pregnant women to apply 
diachylon plaster freely to their bodies in 
order to induce abortion. 

When a suspicion of lead poisoning is 
aroused in the physician’s mind it is mani- 
fest that inquiry should extend beyond ques- 
tions directed to the employment of the 
individual. Too often a query as to the 
patient having been in contact with lead in 
his occupation when answered in the nega- 
tive satisfies the questioner that lead poison- 
ing can be excluded. So, too, it is not to 
be forgotten that if an examination of the 
patient’s urine fails to reveal lead, the ad- 
ministration of the iodides may cause lead 
to appear in the urine. 

Again, it is to be recalled that the failure 
to discover a blue line on the gums is quite 
common if the mouth is kept clean. 

In this editorial note we have not ex- 
hausted by any means an enumeration of the 
various ways in which lead has been known 
to enter the body, but the instances which 
we have cited serve to emphasize the im- 
portance of this matter in clinical medicine. 


MATERNAL PROPHYLAXIS. 





The Children’s Bureau of the United 
States Department of Labor has recently 
published an account of the efforts which 
are being made to cut down the maternal 
morbidity and mortality, which at present 
in this country is so high as to be a cause of 
alarm and keen regret on the part of those 
who are convinced that even the employment 
of ordinary prophylactic measures would 
be efficacious. 

It is shocking to learn from this authori- 
tative source that the maternal mortality 
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rates in the United States are to-day among 
the highest in the civilized world, and that 
only a slight decrease in these rates has oc- 
curred during the last quarter of a century. 
Indeed, Woodbury, who has made the 
report to which we refer, shows that the 
annual number of maternal deaths in the 
United States is 18,281, and as there are 
many areas in which statistics are not avail- 
able, he believes that the actual number is 
more than 20,000. 

Furthermore, he points out that the ma- 
ternal mortality rate in 1921 was 6.8 per 
thousand, and that for 1924 it was 6.6. He 
then goes on still further to point out that 
instead of the maternal death-rate falling 
since 1900, it has actually risen, and that 
such countries as Denmark, Finland, Italy, 
Japan, and others have only half the rate 
of the United States. 

Perhaps the most important point in this 
report is the statement that the greatest sin- 
gle cause of high mortality is puerperal 
septicemia due to infection resulting from 
lack of surgical cleanliness, or, in other 
words, that these disasters could be entirely 
put aside by careful asepsis. The next 
active cause seems to be eclampsia and 
nearly related conditions. Here again pro- 
phylaxis by frequent examination of the 
pregnant woman might put aside a fright- 
fully high mortality from this cause. 

These facts are all the more remarkable 
because it is shown that the maternal mor- 
tality rate in cities is greater than in rural 
districts. One would have supposed that 
the increasing number of women who are 
delivered in hospitals and the large number 
who are attended in the homes by physicians 
attached to hospitals would have escaped 
infection. Perhaps one of the causes of the 
high incidence of puerperal septicemia in 
cities lies in the fact that busy midwives, 
ignorant of asepsis, go from case to case 
without adequate preparation, thereby carry- 
ing infection to one case after another, 
whereas the midwife in the country district 
attends cases in many instances at such long 
intervals that the opportunity for transfer 
of infection does not occur. 

Whatever the reasons may be it is evident 
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that medical men must be most careful in 
their own work and do all that they can to 
disseminate knowledge among the laity 
whereby surgical cleanliness will be assured. 





GASTROJEJUNOSTOMY IN GAS. 
TRODUODENAL SURGERY. 





To those who keep in touch with current 
literature it is obvious that the treatment 
of gastric and duodenal ulcers is by no 
means standardized. On the one hand, 
there are certain internists and men of 
large experience who prove by their clin- 
ical records that a considerable percent- 
age of patients suffering from such lesions 
may be cured by non-operative means. Ein- 
horn, for instance, is a protagonist for rest 
of the stomach and reports excellent results 
from duodenal feeding secured from an in- 
dwelling tube which after being swallowed 
and passed into the duodenum, may be left 
in place for weeks. Other physicians report 
equally satisfactory results from various 
forms of feeding and medication. 

The majority of surgeons recognize the 
fact that some of the cases presenting un- 
mistakable symptoms of gastric or duodenal 
ulceration, corroborated by x-ray findings, 
are many times temporarily relieved and 
sometimes permanently by non-operative 
means, but hold that the majority of 
these cases are most quickly, safely and 
efficiently cured by operation, which as 
practiced at present is reasonably safe and 
efficient. Surgeons are not, however, agreed 
as to the type of operation indicated. Many 
are content with a simple posterior gastro- 
jejunostomy, which by and large gives 80 
to 90 per cent of cures; with some relapses 
and some sequential gastrojejunal ulcera- 
tions. 

In so far as gastric ulcers are concerned 
surgeons are particularly urgent in advising 
operation, given an assured diagnosis, even 
before demonstrable and obstructing de- 
formity has taken place, because of the 
tendency of these lesions to become malig- 
nant. That some of them so do and that 
some of them are malignant at the time of 
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the operation cannot be doubted, but the 
percentage is not a large one. 

Not content with the 80 to 90 per cent of 
cures in skilled hands, and under skilled 
management this is still higher, more radical 
operations are advised, such as resection of 
the ulcer or partial resection of the stomach 
itself with end-to-side jejunal implantation. 

Finsterer (British Medical Journal, Sept. 
25, 1926) states that he has practically aban- 
doned gastroenterostomy in gastric and 
duodenal ulceration in favor of resection of 
the stomach. Since 1919 he has performed 
593 such resections and five gastroenteros- 
tomies. In this series of cases the mortality 
was 4 per cent for gastric ulcers and 2 per 
cent for duodenal ulcers. These fatalities 
were mostly due to peritonitis. There was 
no instance of operative shock or pneu- 
monia, though something short of 100 pa- 
tients were between sixty and eighty years 
of age. Gastric resection .or duodenal 
ulcers has given better resuits than when it 
is performed for gastric ulcer. In 72 resec- 
tions after exclusion in which the pylorus 
was not removed there were two fatalities ; 
in twenty-nine cases in which the pylorus 
was removed there were five fatalities, 
three of the deaths being caused by peri- 
tonitis due to leakage of the olindly closed 
duodenal stump. Moynihan is quoted to the 
effect that in 500 operations—gastroenteros- 
tomy or gastroduodenostomy—he has had 
no deaths during the last ten years. 

Finsterer states that among 105 resections 
which were performed from 1911 to 1923, 
103 have been cured. These patients have 
gained up to 60 pounds in weight, are not 
limited in their diet, and are able to do hard 
work. Of 236 resections for duodenal ulcer 
performed from 1916 to 1923, 94 per cent 
have been cured; 8 were improved and 5 
were not cured. There is but one case of 
gastrojejunal ulcer among 292 resections. 
This patient was cured by a second more 
extensive resection. Finsterer holds that 


almost as good permanent results can be 
achieved with the stomach resection for ex- 
clusion as with resection of the ulcer, if a 
sufficiently large part of the stomach is 
removed. 
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As opposed to Finsterer’s views Paterson 
expresses himself as well satisfied with the 
results of gastrojejunostomy, a most serious 
complication of which is the occurrence of a 
gastric or gastrojejunal ulcer, such a com- 
plication developing in 2.4 per cent of his 
cases, resulting fatally in three instances. 
Indeed he states that gastrojejunostomy is 
the operation of choice for all cases of gas- 
tric ulcer, excepting in those in which there 
is a suspicion that the ulcer is a cancerous 
one. 

Sherren, who some years ago expressed 
the opinion that gastrojejunostomy for gas- 
tric ulcer would become less frequent, has 
changed his view and now regards it as the 
most satisfactory treatment for all duodenal 
ulcers and for all cases of free gastric ulcer. 


‘ Paterson holds that success is assured in 90 


per cent of the cases of duodenal ulcer. 
Deanesley, in commenting upon the ex- 
traordinary ‘discrepancy as to results and 
as to convictions: bearing on treatment, 
recognizes the fact that every surgeon has 
cases of gastroduodenal ulcer which gastro- 
jejunostomy does not cure. This obtains 
particularly -in regard to larger and pene- 
trating ulcefs of the duodenum, especially 
those in which serious hemorrhage has oc- 
curred, and! also in those accompanied by 
marked stenosis. Deanesley largely favors 
Finney’s plastic operation, which, abating 
as it does the pylorus as a sphincter, relieves 
spasm and also overcomes stenosis if any be 
present. In smaller duodenal ulcers he has 
contented himself with a simple Rammstedt 
operation on the pyloric sphincter. 
Bearing on this point it is an accepted 
fact that the pain of gastric and duodenal 
ulcer and the symptoms of indigestion are 
due to pylorospasm if those cases be ex- 
cepted in which cicatricial contraction and 
narrowing has taken place. There is some 
reason to believe that the pylorospasm may 
precede the ulcer and be a factor in its de- 
velopment. The relief of the spasm is an 
essential to the cure of the ulcer, under 
which circumstance the simple division of 
the pyloric sphincter should accomplish 
relief of pain and incidentally exert a bene- 
ficial effect upon the ulceration. Many of 
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the most successful operations have as their 
basal principle the removal, or the ablation, 
of the pyloric sphincter. 





THE CURE OF CANCER. 





Those interested in the study of cancer, 
and particularly those having in their charge 
patients past the hope of cure by any form 
of surgical operation, have doubtless fol- 
lowed with a vivid interest and perhaps 
weakening hope the various researches bear- 
ing on the problem of etiology and particu- 
larly on that of cure. There have been 
many methods of treatment apparently full 
of promise, some, if the reports of their 
advocates be accepted, successful to an 
amazing extent. 

If the absolute mortality of the more 
malignant form of neoplasm be considered, 
the prolongation of life, easement of pain 
and at times apparent permanent cure ac- 
complished by radium, by the #-rays, by 
diathermy, by fulguration, and by the direct 
application of heat evolved from other than 
electrical sources, must rank as among the 
outstanding achievements of modern thera- 
peutics. 

The evaluation of any method proposed is, 
in the beginning at least, based mainly on 
the training, experience and scientific stand- 
ing of the proposer. Thus it happens that 
W. Blair Bell’s pronouncement bearing on 
the selective action of lead on the tropho- 
blast and consequently the cancer cell has 
excited wide attention, and his practice has 
had some followers.’ Because of the bio- 
logical close relation of the trophoblasts to 
tumor cells Bell has for some years been 
treating cancer by injections of colloidal 
lead. The solutions are made hypertonic 
and minute portions of potassium and cal- 
cium chloride are added to them. This 
mixture is injected immedately after prep- 
aration as it quickly becomes toxic. It is 
driven into a vein with a lead dose of not 
more than 0.1 gram. In six months, as 
stated by Wood (Journal of the American 
Medical Association, Sept. 4, 1926), not 
more than 0.6 gram of lead is given. Wood 
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cautions against using this treatment in pa- 
tients with even a slight nephritis, nor is it 
applicable to patients suffering from ob- 
structive jaundice, brain metastases, or pro- 
found anemia. The greater bulk of large 
tumors should be removed before beginning 
treatment. The kidneys during treatment 
must be kept under observation, as must the 
blood for stippling of the red cells, an early 
indication of danger. 

The main difficulty incident to the use 
of lead and the colloids of other metals 
is incident to the fact that though they 
undoubtedly have a selective action upon 
the tumor cells, a dose closely approach- 
ing the danger line is needful before 
this effect becomes lethal to the tumor. 
Wood notes that out of 227 patients who 
have been treated the disease has been com- 
pletely arrested for from one to five years in 
50, all these patients having been in a hope- 
less condition at the time the treatment was 
begun. 

Wood explains the action of lead on the 
tumor by pointing out, in accordance with 
Bell’s teaching and demonstration, that a 


large portion of the lead is taken up by the 
tumor; hence the rest of the body is spared 
by the metal which exerts its major toxic 
effect on the capillaries and the cells of the 
tumor. The immediate effect of the injec- 
tion is to cause pain and swelling in and 
about the site of the tumor. Animal experi- 
ments showed the development of thrombi 
in the tumor followed by necrosis and 
shrinkage. There is a damaging effect upon 
both spleen and bone-marrow, and in ex- 
perimental animals foci of hepatic necrosis. 

Wood quotes Bell to the effect that the 
time is not yet ripe for the general employ- 
ment of lead. He points out that of the 
many colloids which may produce recession 
of animal tumors, lead is the most efficient 
in so far as the treatment of primary human 
tumors is concerned, injuring, as it does, 
the capillaries, causing thrombosis, and di- 
rectly poisoning tumor cells. Considering 
dangers of the method Wood regards it as 
unjustifiable to use lead, which must be 
pushed to nearly its lethal dose to be suc- 
cessful, excepting in those cases beyond 
surgical help. 





Progress in Therapeutics 


Medical Therapeutics 


A Special Diet for Patients with 
Pernicious Anemia. 


In the Boston Medical and Surgical Jour- 
nal of August 26, 1926, Murpuy and 
MINoT remind us that in a previous com- 
munication they reported upon the distinct 
improvement in the health of patients with 
pernicious anemia, partaking of a special 
diet—one composed of foods rich in com- 
plete proteins, particularly liver, and con- 
taining an abundance of muscle meat, fruits 
and green vegetables, and low in fat. In 
order that physicians may advise readily 
this diet for patients, it is described below 
in greater detail than in the paper re- 
ferred to. 


The daily requirements of the diet in 
order of assumed importance are: 

1. Liver (calves’, beef, chicken) or kid- 
neys (lamb) freshly cooked. At least 120, 
preferably 200 or more, grammes (cooked 
weight). Cook without fat; broil, bake, 
boil, mince, or make into soup. 

2. Fruits, preferably fresh — especially 
peaches, apricots, pineapple, strawberries, 
oranges, and grapefruit — about 400 
grammes. Raisins desirable; allow them to 
be eaten freely. 

3. Red muscle meat, trimmed free of fat, 
freshly cooked ; 125 grammes or more. Beef 
heart desirable. 

4. Vegetables containing 1 to 10 per cent 
of carbohydrate, preferably fresh; cooked 
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or raw. Not less than 300 grammes. Let- 
tuce, spinach, asparagus, cabbage, and 
tomato especially desirable. ; 

5. Fats restricted, not over 70 grammes. 
Avoid cheese, bacon, fried food. Allow but 
little cream and butter and not over one 
egg. Use mineral oil for salad dressings. 

6. Avoid grossly sweet foods, yet allow 
sugar sparingly. 

%. Starchy foods, as cereals, potato, 
breads, add to suit individual desires, but 
not to exclusion of the requirements given 
above. The starchy foods best be crusty 
or dextrinated. Whole wheat toast is de- 
sirable. 

8. Milk best be limited to about 240 
grammes. 

9. Avoid excess of salt. 
as desired. 

Ideally all food should be weighed. The 
liver is essential and must be weighed at 
first. After the patient understands the 
approximate quantity of the different foods 
to be taken their amounts may be estimated. 

The food must be palatable and as attrac- 
The art of fine cooking 


Tea and coffee 


tive as possible. 
and serving combined with persuasion will 


be necessary often to get the patient to eat 
the food desired. 


Several small meals a day rather than 


three may be found suitable. The exact 
condition and desires of each patient must 
never be neglected ; for instance, a persistent 
diarrhea may necessitate that less fruit be 
eaten and that vegetables be puréed; while 
allowing the patient his choice of the form 
or type of required food may enhance his 
progress. 

When the patient is unable to take much 
food, it is important that he eat some liver 
or kidneys (chicken gizzards may be sub- 
stituted) and fruit, even if no other food is 
taken. Then gradually add meat and green 
vegetables. The starch foods are to be 
given in accordance with the amount of the 
other foods eaten. The patient should be 
expected to take the full diet within about 
two weeks after commencing it. 

Present information suggests that the 
patient should continue with this sort cf 
diet even though his red blood cell count 
remains high. 


The full diet should contain for the aver- 
age person about 2500 calories; the protein 
being about 135 grammes, the carbohydrate 
about 340 grammes, and the fat not over 70 
grammes. This is the approximate com- 
position of the food given in the sample 
menu below: 

Breakfast. 

Approximate weight in grammes. 
Liver or kidneys, broiled 
Oatmeal, 2 heaping tablespoons cooked, or dry 


Calories 


Milk, 3 tablespoons 
Sugar, 2 level teaspoons 
Toast, 3 slices (each slice 4x2x% inches) 
Butter, 1 level teaspoon 
Fruits, choice of 
(a) Orange, average size 
(b) Strawberries, 514 tablespoons 
(c) Grapefruit, 4% of one very large one. .200 
(d) Peach, 1 large one 


Dinner. 
Beef, steak or roast, trimmed of fat; a very 
large serving 
Vegetables, fresh cooked, as spinach, string 
beans, cabbage, tomatoes, etc.; 2 average 
portions or 5 to 8 tablespoons 
Potato; baked, medium sized 
Bread, 2 slices (each slice 3x4x¥4 inches) 
Salad: Pineapple, 2% slices, of size in cans. .140 
Lettuce, big helping 


| Pudding made of: 


(1) Gelatin, 1 teaspoon (dry weight) 
(2) Rice, boiled, 2 heaping tablespoons. . 
(3) Raisins, 20 large ones 
(4) Milk, 2 tablespoons 
(Fruits may be put into such a dessert and raisins 
eaten separately.) 
Supper. 
Liver soup, composed of: 
(1) Liver, minced 
(2) Milk, 1 tumblerful 
(3) Flour (white), 1 teaspoonful 
(4) Butter, 1 rounded teaspoonful 
Lamb, roast, without fatty parts, 2 small slices 60 
Macaroni, boiled, 3 tablespoons 
Or 
Potato, small one, or rice, 1 heaping tablespoon 80 
Vegetables, fresh, 2 average portions, 5 to 8 
tablespoons 
Uneeda biscuits or triscuits, 4 
Butter, 1 level teaspoon 
Choice of: 
(a) Strawberries, 7 tablespoons 
(b) Orange, large one 
(c) Apricots, or prunes, stewed, 2 table- 


Sugar, 2 heaping teaspoons 
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A vegetable soup could be taken in place 
of the liver soup and the liver eaten in the 
following form: Mince it and mix with 
rice or potato and the allowance of butter, 
and stuff into green peppers. 

The following menu gives an example of 
a suitable diet for a day with fewer calories 
than that given above. The food listed con- 
tains about 2050 calories, derived from about 
115 grammes of protein, 65 of fat, and 250 
of carbohydrate : 


Breakfast. 


Approximate weight in grammes. 

Fruit, choice of : 
(a) Orange juice from 2 oranges 
(b) Grapefruit, 1 whole medium size 
(c) Strawberries, 54% tablespoons 

Shredded wheat, 1 biscuit 

Milk, 2 tablespoons 

Sugar, 1 level teaspoon 

Beef, minced, 2 heaping tablespoons 

Cream, 20 per cent, 4 tablespoons 

Toast, 2-slices (each slice 4x2x14 inches) 

Butter, -1 rounded teaspoon 


Calories 


Luncheon. 
Liver, broiled 
Lettuce or cold: slaw, large helping 
Potato, cold, sliced, or baked, hot, 1 small size.. 80 
Tomato, stewed, 5 tablespoons, or raw, 2 of 
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Cauliflower or Brussels sprouts, an average por- 
tion, or 3 tablespoons 
Zwieback, 2 pieces............... 0.000 ee é.tt4. 30 
Butter, 1 level teaspoon or a piece lxlx in. 5 
Apricots, stewed, 3 heaping tablespoons...... 120 


Dinner. 


Soup, consomme (any amount desired), mixed 
“” with sieved liver (flavored with spice) .... 75 
Mutton,.2 large-slices, trimmed of fat 
Beets or peas,’ 3 tablespoons 
Potato, boiled, average size 
Spinach, or string beans, an average portion or 
3 to 5 tablespoons 
Butter, 1 level teaspoon 
Toast, 2 slices (each slice 4x2x% inches).... 20 
Blanc Mange, 2 heaping tablespoons (made of 
4 cup Irish moss, 2 cups milk, 1 tablespoon 
cream, 20 per cent, 2 teaspoons sugar) ....100 
Blueberries, 5 tablespoons, or apple sauce with 
1 level teaspoon (5 grams) of sugar: 2 
tablespoons 


(Fruit could be mixed with-blanc mange.) © 


The Intravenous Use of Sodium Caco- 
dylate, Mercurochrome-220 Soluble, 
and Gentian Violet in Malig- 

‘ nant Endocarditis. 


LEAKE, in California and Western Medi- 
cine for September, 1926, states that during 
the past ten months he has observed the 
effect of sodium cacodylate, mercurochrome, 
and gentian violet in eleven patients with 
subacute bacterial endocarditis, one with 
acute non-hemolytic streptococcus endocar- 
ditis and one with acute hemolytic strepto- 
coccus endocarditis. These patients were 
in the Los Angeles General Hospital. So- 
dium cacodylate was administered intra- 
venously in daily doses of three to five 
grains (0.2 to 0.33 Gm.), and with few 
exceptions the drug was pushed until a 
strong garlic odor was detected on the 
breath. Mercurochrome and gentian violet 
were given intravenously in doses ranging 
from two to five milligrammes per kilo- 
gramme of body weight. Freshly prepared 
one-per-cent aqueous solutions were used. 
The diagnosis was confirmed by blood cul- 
ture in ten of the eleven patients, and in the 
eleventh the organisms were obtained from 
the vegetations at necropsy. 


The results were uniformly disappointing. 
With the exception of one patient who has 
been lost from observation, ten patients out 
of this series of eleven are known to be 
dead. The duration of the disease ranged 
from two and one-half months to fifteen 
months in the subacute bacterial endocardi- 


tis cases. The two patients with the acute 
streptococcus endocarditis lived twelve days 
and five weeks, respectively. In the cases 
with positive blood cultures, the organisms 
were practically always recovered from the 
blood after intensive treatment with sodium 
cacodylate, mercurochrome, or gentian vio- 
let. One patient after receiving sodium 
cacodylate over a period of several months, 
and repeated injections of mercurochrome 
and gentian violet, showed in his blood cul- 
ture a heavy growth of streptococcus viri- 
dans. This patient was under observation 
for ten months, the longest period of any 
in his series. 











Sodium cacodylate produced no un- 
pleasant or alarming symptoms except for 
the so-called “garlic breath.” Mercuro- 
chrome in the dosage advocated by Young 
and Hill frequently produced marked sali- 
vation, but this was rarely observed when 
the dosage was reduced. Severe systemic 
reactions consisting of chills, high fever, and 
general malaise frequently followed the use 
of mercurochrome. Except for an intense 
cyanosis of short duration, gentian violet 
produced no untoward symptoms. If the 
drug were injected very slowly, however, 
the cyanosis was slight. 


A Serological Estimate of the Efficacy of 
Neosalvarsan in the Treatment 
of Yaws. 


Navarro, in the Philippine Journal of 
Science for August, 1926, remarks that 
within the past five years the treatment of 
yaws was begun on an extensive scale in 
many parts of the tropics. The campaigns 
for the control of yaws have developed so 
rapidly that the work is already assuming 
world-wide proportions. The success of 
these campaigns has been due to various 
factors, more especially to the facility with 
which neosalvarsan can be injected, even 
under field conditions; to the unfailing 
popularity of the clinics with yaws patients ; 
and also, in no small measure, to the en- 
thusiasm of the physicians.and attendants in 
charge of the clinics. 

The Wassermann reaction in 101 yaws 
patients treated with neosalvarsan at the 
field clinic in Parafiaque was made three 
months to three years after the cessation of 
treatment. 

Eighty-three of these, or 82 per cent, gave 
an entirely negative reaction. Ten of them 
gave decidedly positive tests, two-plus, three- 
plus, or four-plus. 

Of the 83 patients giving a negative re- 
action, 43, or 51 per cent, received only one 
injection. 

Fifty-five of the 101 patients included in 
this report received only one injection. Of 
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these 55 cases, 43 were negative and 4 gave 
a one-plus reaction. 

Of the 18 patients giving a positive Was- 
sermann reaction, 7 showed clinical mani- 
festations of yaws. One of these is the 
single case giving a two-plus reaction, 5 are 
in the three-plus group, and 1 is in the four- 
plus group. 





Recovery After Massage of the Heart. 


In the Correspondence Columns of the 
British Medical Journal of August 28, 1926, 
SAINSBURY says that in the Journal of 
August 21 (p. 342) Mr. R. M. Glover 
makes reference to a letter of his (British 
Medical Journal, May 22, 1926) comment- 
ing on a contribution of Mr. Girling Ball 
under the above heading, and asks that he 
be allowed to make a reply. 

Every one interested in the problem of 
resuscitation will welcome Mr. 
letter. 


Glover’s 
It supplies just the information 
needed, in this case the proof, that massage 
of the heart alone may suffice to restart the 
heart, after the failure of other physical 
means (change of posture, tongue-traction, 
hot applications, artificial respiration), ap- 
plied for several minutes. His letter there- 
fore reénforces the evidence in favor of the 
value of heart massage, but it does not 
invalidate my criticism that in Mr. Girling 
Ball’s case another agency which had been 
introduced, adrenalin, might have been itself 
the causa causans, or, failing that, a causa 
contribuens. For exactly the same kind of 
evidence which Mr. Glover brings forward 
is advanced by Dr. Carl Bodon (Lancet, 
March 24, 1923) to prove that adrenalin 
alone, injected directly into the heart, may 
suffice to restore the heart’s action. His 
case went on to complete recovery. 

In respect, then, of these two remedies, 
honors seem to be easy, with perhaps a 
slight advantage in favor of the chemical 
stimulant, as yielding a quicker cardiac re- 
sponse (half a minute as against two min- 
utes) and as being more rapidly applicable. 

The conclusion to be drawn, in my 
opinion, is that adrenalin in 1-cc. ampoules 
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should always be in readiness in the oper- 
ating theater and the ward, and should be 
injected at once, as a first act, in such cases; 
and that failing response within, say, two 
minutes the surgeon should have recourse 
to heart massage. 





Stokes-Adams Syndrome: Treatment 
by Adrenalin. 


In the Glasgow Medical Journal for Sep- 
tember, 1926, Patrick, CHALMERS, and 
CRAWFORD point out that the record of the 
following case shows the value of subcu- 
taneous injections of adrenalin in the 
Stokes-Adams syndrome, a form of treat- 
ment advocated in 1922 by Phear and Park- 
inson (Lancet, 1922, vol. i, p. 933). 

J. C., aged seventy-one years, a mason, 
was admitted to Dundee Royal Infirmary 
on April 2, 1926, suffering from recurrent 
attacks of unconsciousness. 

His health up to a few months before 
had been good, though his arteries were 
thickened and his blood-pressure high. The 
heart was not enlarged and there were no 
murmurs. Some weeks before coming to 
the hospital he began to experience “faint- 
ing” attacks, accompanied by a feeling of 
swirling in the head. These came on, as a 
rule, after he got out of bed in the morning, 
and were not attended by unconsciousness, 
except on three occasions. At 11 P.M. on 
April 1, however, there occurred the first 
of a long succession of severe seizures, 
which were practically all alike in character. 
First, and without warning, the eyes took 
on a staring look, and in a féw seconds the 
face became of an ashen hue. No pulse 
could be felt, and. consciousness was rap- 
idly lost. A few seconds later the pulse 
returned at the wrist, the face flushed, and 
the patient regained consciousness suddenly. 
Some muscular twitchings were observed, 
but nothing like a generalized convulsion. 
The pulse between these seizures varied in 
rate, but was slow, rates of 20, 24; and 48 
being recorded at different times. In one 
attack there was asystole for nineteen sec- 
onds, followed by four beats in the succeed- 


ing thirty seconds, and then the pulse settled 
to a rate of 48 per minute. 

From 11 p.m. on April 1 till 10 p.m. on 
April 2, about six attacks an hour were 
noticed. From 10 p.m. till 11 p.m. there 
were eleven, from 11 till midnight nine, and 
in the half-hour after midnight six. At 
12.30 a.m. (April 3) 0.5 cc. of adrenalin 
hydrochloride (1:1000) was injected sub- 
cutaneously. There was an attack ten min- 
utes later, and then none till 3.55 a.m. 
Between that hour and 5 a.m. there were 
six. At 5 o’clock 1 cc. of adrenalin was 
injected. An attack occurred at 5.50 a.m., 
and thereafter the patient remained free, 
and felt comfortable. But it was noticed 
that in the few hours which followed 
the second injection of adrenalin the face 
was remarkably flushed. He was kept under 
observation in hospital for ten days, and 
during this period the pulse remained reg- 
ular and slow (23 to 28 per minute). From 
the time of his discharge from hospital till 
the making of their report the pulse showed 
the same slow rate, there was no recurrence 
of attacks, and he was able to walk about. 

Examination with the electrocardiograph 
and with the polygraph, after the attacks 
had passed off, showed that heart-block was 
complete. It was found to be complete also 
at the time an examination was made three 
hours before treatment was begun. 





Anesthesia in Relation to Disturbances 
of the Circulation. 


In the Proceedings of the Royal Society 
of Medicine for July, 1926, LAKIN states 
that in a well-known text-book, written by 
a distinguished American anesthetist, there 
is a statement with which he would join 
issue at the very outset. He is discussing 
the suitability of cases for anesthesia, and 
the statement in question reads, “Unless 
some definite signs such as swollen ankles, 
pulmonary edema or dyspnea are present it 
is unnecessary to pay attention to any heart 
lesion.” 

On those occasions in which its has been 
his melancholy duty to perform a necropsy 
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on persons who have died during anesthesia, 
these manifestations of loss of compensa- 
tion referred to by the American author 
have not usually been present during life, 
and yet in a number of these cases clear 
signs of myocardial degeneration have been 
detected in the post-mortem room. Now 
the existence of valvular disease of the 
heart is manifested by definite clinical signs 
and is not likely to be overlooked, nor is it 
frequent for persons suffering from this 
condition to succumb under anesthesia, but 
are there any means of recognizing cases 
in which definite myocardial change pre- 
vails? In studying departures from the 
normal we are apt to lay stress upon the 
more striking abnormalities and neglect 
less obvious aberrations. The student, 
therefore, interests himself in adventitious 
murmurs, and where these are absent gives 
scant attention to alterations in the char- 
acter of the heart sounds themselves. Yet 


it is by the study of the character and 
rhythm of the heart sounds that the recog- 
nition of serious forms of myocardial de- 


generation becomes possible. The first 
sound of the heart is the result of two 
component factors, viz.: the contraction 
of the ventricular muscle and the vibra- 
tion set up by the closure of the auriculo- 
ventricular valves. In the healthy heart 
the first sound is low-pitched, dull and 
booming, as compared with the second 
sound, which is sharper and shorter. Where 
myocardial degeneration has taken place the 
first sound loses its low-pitched, booming, 
muscular character, and becomes shorter 
and higher pitched, like the second. More- 
over, whereas in health the second sound 
follows the first after a short interval, and 
in turn is succeeded bya long pause be- 
fore the next sound is heard, in myocardial 
degeneration these periods of silence be- 
come approximately equal in duration, and 
the rhythm resembles that of a ticking 
watch. When, therefore, in the course of 
our examination we find that the first sound 
of the heart has lost its muscular character 
and has become sharp and short and per- 
haps weak, and that the pauses between the 
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sounds are equal in duration, we are justi- 
fied in drawing the conclusion that the mus- 
cular power of the heart is in abeyance, 
due either to a lack of tone or to definite 
and serious degeneration. 

At this stage there need be no cardiac 
dilatation. It is only when dilatation super- 
venes that we are likely to find cardiac ir- 
regularity, palpitation, and dyspnea. Ex- 
treme fatty change, for example, may be 
present, as in pernicious anemia, and yet 
the pulse may be full and regular, and there 
may be a complete absence of signs of 
edema of the feet or of the lungs. With 
the onset of dilatation a systolic murmur 
may appear at the apex and sometimes a 
gallop rhythm develops. In both fibroid 
and fatty change, as the condition progresses, 
the patient may awake in the early morn- 
ing in an attack of cardiac asthma, or 
may show Cheyne-Stokes respiration, or he 
may awake feeling faint and nauseated, or 
may actually sit up in bed and vomit. Syn- 
copal attacks and sudden death may follow 
exertion or a big meal. In the majority of 
cases degenerative changes are present in 
the aorta and frequently in the coronary 
arteries, and the patients have attained mid- 
dle age or are elderly. The blood-pressure 
is frequently low and thus bears witness to 
the enfeebled state of the myocardium. If 
one uses a differential stethoscope, instead 
of the intensity of the first sound at the apex 
bearing a 2 to 1 relation to the intensity 
of the aortic second sound at the base, it 
approaches 1 to 1. 

To recapitulate, if, in a middle-aged or 
elderly patient, one finds a tic-tac rhythm 
with the first sound resembling the second 
in character, a low blood-pressure and a 
ratio of 1 to 1 when a differential stetho- 
scope is used, even in the absence of any 
cardiac enlargement or of any irregularity 
of the pulse or any of the ordinary signs of 
loss of compensation, one is justified in re- 
garding the condition as that of myocardial 
degeneration. Such hearts appear to be un- 
duly prone to ventricular fibrillation (though 
he knows that the very opposite view has 
of recent years been gaining ground), and 
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it is probably on this account that chloro- 
form anesthesia has frequently been at- 
tended by disaster. Even if all goes well 
at the time of operation, chloroform after 
prolonged anesthesia produces a toxic, de- 
pressant action on the heart quite distinct 
from its direct action during the stage of 
induction, and this is sometimes responsible 
for more prolonged cardiac failure which 
may terminate in death. It will thus be 
seen how important it is in cases of this sort 
to make inquiry as to the occurrence of 
feelings of faintness or any untoward at- 
tacks of dyspnea or cardiac asthma, and 
where a history of such is elicited to give 
adequate consideration to the problem pre- 
sented. 

A tic-tac rhythm and shortened first 
sound of the heart has not always this 
serious prognostication. It is seen, for in- 
stance, in young anemic women in whom an 
impoverished blood-supply to the heart has 
induced slight fatty change with a loss of 
tone rather than profound degeneration. As 
far as his experience goes, such persons are 
not bad subjects for general anesthesia, 
though, where time permits, it may be wise 
to defer operation upon them till the condi- 
tion of the blood has improved. Special 
care has. to be exercised in the case of 
children and adolescents with a history of 
acute rheumatism if the first sound of the 
heart at the apex is so soft as to be almost 
inaudible. This occurs only in the most 
severe type of myocarditis and must be re- 
garded as indicating imminent failure- of 
ventricular contractility. Weak heart sounds 
occur also in status lymphaticus, and chloro- 
form will be avoided in all suspected cases. 

Among patients suffering from myocar- 


dial degeneration a group can be recognized 


in whom a regular alternation in the force 
of the ventricular contraction can be dis- 
tinguished. Such persons are said to show 
a pulsus alternans—that is, every alternate 
beat is smaller than the one which precedes 
it. In many cases the difference in the size 
of the pulsations as felt at the wrist are too 
slight to be detected by the finger, though 
they are well seen in a polygraph tracing. 


It is possible, however, to detect such cases 
with a sphygmomanometer. It will be found, 
in determining the systolic pressure, that . 
when the pressure in the pneumatic armlet 
is released, and the pulse just becomes per- 
ceptible at the wrist, in cases of pulsus 
alternans the pulse-rate becomes only half 
what it was at the outset—in other words, 
only the bigger alternate waves are coming 
through ; with a further release of pressure 
every beat comes through and the pulse- 
rate returns to its previous level. 

The phenomenon of alternation of the 
pulse is usually indicative of a severe grade 
of myocardial degeneration, and cardiolo- 
gists are in the habit of giving a very grave 
prognosis ; for himself, he thinks, often too 
gloomy a forecast. He has come across 


two cases in which a patient’s friends were 
told that six months’ duration of life was 
all that could be expected: in one instance 
the patient is still walking about the streets 
engaged in the fatiguing pursuit of doing 
her daily shopping long after the time at 
which she ought to have expired; the other 


is not in such a fair state of health, though 
he is able to get about and do a limited 
amount of work. He is sure that only oper- 
ations of urgency are justified in the case 
of such ‘patients, and it will be interesting 
to hear if others have experienced difficul- 
ties in anesthetizing such persons. Rest in 
bed for two or three weeks, if the circum- 
stances of the case should allow, together 
with the exhibition of some drug like diure- 
tin to improve the coronary circulation, 
would probably be the best preparation for 
anesthesia in such cases. 

Pulsus alternans, with its alternating 
small and large pulse waves, must not be 
confused with pylsus bigeminus, in which 
the pulse waves occur in pairs separated 
by a pause. Pulsus alternans is usually 
regarded as a sign of failing contractility 
of the ventricle, whereas pulsus bigeminus 
is often attributed to increased irritability 
of the myocardium, and in these cases is 
not in itself of serious import. But a word 
of warning is necessary, for although pulsus 
bigeminus is frequently due to an extra 
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systole replacing each third rhythmic beat 
(the extra systole being appreciable at the 
apex though it does not reach the wrist), 
yet it is sometimes attributable to heart- 
block, each third ventricular contraction be- 
ing lost. Such cases should be further in- 
vestigated and electrocardiographic tracings 


taken. 





General Principles Governing an Infant 
Feeding Problem. 


In the Archives of Pediatrics for July, 
1926, KERLEy states his belief that well in- 
fants, regardless of age, present few feed- 
_ ing difficulties, and that fresh cow’s milk 
supplies a satisfactory breast milk-substi- 
tute. Further, he asserts that fresh cow’s 
milk should be cooked for reasons of pos- 
sible contamination, and when cooked with 
starch is rendered easier of digestion; and 
again that infants, with severe digestive de- 
rangement, do admirably on the evaporated 
product. It is as flexible ag fresh milk and 
lends itself to necessary manipulation. 

Cooking evaporated milk with starch 
makes it easier of assimilation. 

In using cooked milk, orange juice should 
always be given. He believes that the ad- 
ministration of cod-liver oil is a wise pro- 
cedure in most bottle babies. 





Recipe for Epilating Wax. 


Pusey in the Journal -of the American 
Medical Association of August 28, 1926, 
states that epilation by means of an epilating 
wax is in many cases as satisfactory a way 
as any of handling cosmetically objection- 
able hairs. These epilating waxes are made 
usually of beeswax and rosin. They are 
commercially obtainable, but at high price. 
Because of the price to patients, he experi- 
mented with various mixtures until he got 
a satisfactory wax. 

A wax which is efficient for epilation, and 
which is in every way as satisfactory as 
commercial waxes, can be made of beeswax, 
One part by weight, and finely powdered 


rosin, four parts by weight. The wax is 
melted over a low fire and, after melting is 
complete, the powdered rosin is poured in. 
The heat is continued and the mass stirred 
gently until entirely melted; this requires 
from one to two minutes. 

For use it then needs to be molded. It 
is the consistency of home-made candy and 
can be handled in the same way. One way 
is to pour it into a deep dish and then criss- 
cross it with deep markings about three- 
fourths inch apart as though one were mak- 
ing caramels. The plate must be greased, 
say, with petrolatum, to prevent the wax 
sticking to it. After it is cooled the wax 
is fairly brittle and the blocks can be broken 
off for use. It can also readily be molded 
in sticks by taking heavy paper and making 
a hollow tube about five-eighths inch in 
diameter and three inches long, one end of 
which is closed off by being folded in. After 
the melted mixture has been poured, the 
tube is allowed to stand until the mass 
hardens. This takes only a few minutes. 
Heavy wax paper is the best for this pur- 
pose, but any wrapping paper can be used, 
provided it is greased on the inside to pre- 
vent sticking. Wax 2 drachms (7.5 cc.) 
and rosin 1 ounce (30 gm.) make a work- 
able stick; about two or three times as much 
should be used for making square blocks. 

The method of removing hairs with the 
wax is as follows: A block, or the end of 
the stick, is melted by heating over a flame 
until it becomes soft; this can be done with 
a temperature that will not burn the skin. 
When softened, the melted wax is. rubbed 
on the skin in the direction of the hair 
growth. It-is well to press it down with 
the moistened end of the thumb, until one 
gets a layer about one-eighth inch thick. 
This is allowed to cool, or is chilled by the 
application of ice or cool water. After it 
is cooled, the edge of the wax is picked up 
with the nail and the wax pulled off with 
a quick pull in the opposite direction to the 
growth of the hairs. This is only slightly 
uncomfortable. If the application has been 
well made—and it is easy to learn to do 
this—few hairs will remain on the surface. 
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Those that do remain had best be left for 
subsequent application, or removal with 
epilating forceps. The fragments of wax 
that stick to the skin can be picked off or 
easily dissolved with carbon tetrachloride. 
His impression is that the temporary re- 
moval of superfluous hairs with an epilating 
wax is the most practical way of handling 
many cases. The prolonged, careful ex- 
periments of Trotter would seem to indicate 
that the temporary removal of hairs, no mat- 
ter what the method, has no effect in stim- 
ulating their growth. Schwenter-Trachler 
of Berne believes that the removal of hairs 
by abrasives, such as pumice, makes the 
growth less vigorous. He is not able to 
see the validity of the grounds for this be- 
lief, but there seem grounds for hoping that 
the mechanical epilation of the entire hairs 
may have some effect in interfering with 
growth. The mechanical removal causes 
some traumatism of the hair follicle which 
must be followed by slight inflammatory 
reaction. It is possible that the prolonged 


repetition of this inflammatory reaction 
might, in time, produce sufficient sclerosis 


around the follicles to cause shrinking of 
them. He sees no reason to believe that 
there is any objection to the temporary epila- 
tion of superfluous hairs. 





The Action and Clinical Use of 
Ephedrin. 


In the Journal of the American Medical 
Association of September 11, 1926, CHEN 
and ScHMInpT report on the use of ephedrin. 
Its low toxicity and its occurrence in a 
common Chinese plant are circumstances 
favorable to its wide-spread use, should it 
be found of value clinically. 

The results of clinical trials of ephedrin 
so far indicate that it will be found to be 
most useful as a local application to the 
nose in cases of chronic congestive condi- 
tions such as hypertrophic rhinitis and hay- 
fever. This alone would make it a useful 
drug. 

Of almost equal promise are its effects in 
asthma. A drug which will control the 


symptoms entirely, and which can be given 
effectively by mouth, appears to be a real 
addition to therapeutics. The precise limi- 
tations of ephedrin in asthma are not yet 
evident, but it seems certain that it will be 
found useful in many, if not in most, cases. 

As a circulatory stimulant, ephedrin has 
been rather a disappointment. In chronic 
hypotension it seems to be of little or no 
value, and in acute circulatory crises it us- 
ually fails to work. It is possible that ephe- 
drin will find a place in the treatment of 
acute crises when the reasons for its usual 
lack of effect are considered. These are its 
inability to cause appreciable stimulation of 
the vasomotor system because it is a weak 
stimulant and the system is probably al- 
ready stimulated, and its tendency .to de- 
press the heart. If ephedrin is given with 
adrenalin, ephedrin may prolong the effect 
of the stronger stimulant. The tendency 
to cardiac depression can be minimized by 
improving the coronary circulation by means 
of epinephrin and saline infusion or trans- 
fusion of blood before ephedrin is given. 
It should be possible, by means of a combi- 
nation of ephedrin with preliminary infu- 
sion of the fluid and epinephrin, to secure 
some beneficial effects from ephedrin in 
many cases of shock. Ephedrin should not 
be injected intravenously in cases of pro- 
found shock if adrenalin fails to elicit a 
response, for it can do no good and may 
do harm. Ephedrin is certainly not to be 
regarded as a specific for shock. Its actual 
usefulness remains to be determined clinic- 
ally. 

Ephedrin may prove valuable in the treat- 
ment of anaphylaxis and urticaria, and as a 
respiratory stimulant in poisoning by nar- 
cotic drugs. In the latter connection it 
seems to be more regularly effective and less 
dangerous than any other single drug in 
experimental morphine poisoning. Its use 
in ophthalmoscopic examination should not 
be lost sight of. 

All of the results reported above have 
been obtained with ephedrin sulphate or 
hydrochloride, salts of the alkaloid of the 
Chinese plant mahuang. There are other 
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alkaloids, isomeric with ephedrin (pseudo- 
ephedrin, methylmydriatine), which may 
differ physiologically. Until a comparative 
study of these compounds is carefully made 
the statements mentioned above can be ap- 
plied only to ephedrin, obtained from the 
Chinese plant. 


Treatment of the Chronic Arthropathies. 


In the Medical Times for September, 
1926, BRoMBERG insists that of local meas- 
ures the most important is heat. Pember- 
ton has worked this out experimentally. He 
used external heat to the part with an elec- 
tric bake, running it at 120° for twenty 
minutes. This has been found to cause a 
rise in the percentage of oxygen saturation 
in the peripheral blood supply, with a loss 
in the alveolar and blood carbon dioxide. 
The carbon dioxide is lost through the 
sweat, in addition to other physiological 
channels, leaving a large amount of alkali 
in the body. This may result in a positive 
alkalosis if the treatment is too prolonged. 
In addition to heat, massage and exercise 
are recommended for the local area. These 
increase the metabolism and hence 
benefit the “disordered physiology,” which 
is the basis for the diseased process. The 
administration of arsenic for the accom- 
panying anemia and of thyroid gland ex- 
tract brings about an improvement through 
the stimulation to the general and local 
metabolism. 


local 


In the treatment of chronic arthritis, 
whether a low sugar tolerance has been de- 
termined or not, it is advisable to cut down 
on the carbohydrate consumption. The rea- 
sons advanced are that it will decrease the 
burden of the already depressed metabolism 
and will reduce the likelihood of the forma- 
tion of intestinal toxins. Thus Barker cal- 
culates a formula using Woodyatt’s keto- 
genic-antiketogenic ratio. Pemberton rec- 
ommends cutting down the general diet to 
the basis of 30 calories per kilo of body 
weight. 

Schmitt and Adams in a recent clinical 
report show that the restriction of the car- 


bohydrate diet, incident to the treatment of 
a diabetic; does not seem to influence the 
arthritis found in diabetic patients. In 500 
patients they found an incidence of 10.8 
per cent who had a well-defined chronic 
arthritis. 

Injection of foreign protein—in the form 
of sterile milk—in 10 cc. amounts has been 
tried in order to stimulate phagocytosis. 
Proteose mixtures have been used by other 
workers. 

The usual symptomatic measures for 
pain and orthopedic appliances are used as 
indicated. 

It may be added that Torrey and Klein 
have used another type of vaccinotherapy 
in the form of Coley’s toxin—a culture of 
virulent streptococci. This is injected in- 
tramuscularly for the acute inflammation, 
starting with one-quarter minim and in- 
creasing by doubling until a reaction oc- 
curs, the interval between doses being also 
increased. A brief local and a body re- 
action were observed with a rapid ameliora- 
tion of the symptoms. They report very 
good results in their series of cases using 
Coley’s toxin in conjunction with removal 
of foci of infection and vigorous physio- 
therapy. 


Magnesium Sulphate in the Treatment 
of Tetanus Neonatorum. 


MUELCHI, in the American Journal of 
Diseases of Children for September, 1926, 
states that the effect of magnesium sulphate 
subcutaneously, the dose being 0.2 gm. per 
kilogramme of body weight in a 10-per-cent 
solution, in the treatment of tetanus neona- 
torum is purely symptomatic. It causes the 
relaxation and control of convulsions which 
other sedatives have failed to do, thus giv- 
ing the body an opportunity to combat the 
disease. 

It is valuable in the treatment of tetanus - 
neonatorum, because it makes normal feed- 
ing possible and stops the vomiting. 

The action apparently is not cumulative, 
as the dose can be repeated as soon as the 
effects of the previous dose have worn off. 
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End Result of Radium Treatment in 
Cancer of the Cervix. 


In the Ohio State Medical Journal for 
September, 1926, RaANsCHOFF says the ques- 
tion which must be answered is, shall ra- 
dium supplant surgery in the treatment of 
operable cases? The only operation to be 
considered is the extensive abdominal hys- 
terectomy, modeled more or less after the 
Wertheim procedure. This is a formidable 
maneuver with an initial mortality of from 
12 to 25 per cent in the hands of different 
operators. 

Greenough’s report of the committee ap- 
pointed by the American College of Sur- 
geons for the investigation of carcinoma 
of the cervix, shows an operative mortality 
in various clinics of 20 per cent. Operation 
accomplished a three-year cure in 33 1/3 
per cent. Radium cured approximately the 
same percentage of early cases. Thus, as 
far as end results are concerned, there 
seems little choice between the two methods 
of treatment. 

In Peterson’s Clinic, from 1902 to 1920, 
there were 380 cases of carcinoma of the 
cervix examined. Of these only 60 were 
operable, and of the 60 only 18, or 40.9 
- per cent, survived the operation five years 
or more. Of the entire 380 only 5 per cent 
were cured. In contradistinction to opera- 
tion, of 1000 cases of carcinoma of the cer- 
vix treated by radium, which were collected 
by Crossen, 20 per cent passed the five- 
year period, 


Another objection to surgery is that the 
not infrequent sequelz make life unbear- 


able. Of 17 five-year cures reported by 
Davis, three had permanent urinary fistule. 

To recapitulate, the results of radium 
treatment of early carcinoma of the cervix 
are at least as favorable as those following 
operation. In contrast to the formidable 
operative procedure the method is safe and 
free from unpleasant sequelz. 

It is probable that more satisfactory re- 
sults will be obtained in the future with the 
combined use of radium and the ultra- 
penetrating x-ray. Since the installation of 


this apparatus at the Jewish Hospital, this 
combined treatment has been used. 

He believes that carcinoma of the cervix 
can be cured by radium treatment, and that 
radium treatment should supplant operation 
in the treatment of early cases. 





Real and Alleged Dangers of the Pre- 
vention and Treatment of Diph- 
theria with Toxin-Antitoxin 
and Antitoxin. 


Hupson, in the New Orleans Medical and 
Surgical Journal for September, 1926, states 
that in summarizing the literature it appears 
that about 10 per cent of family contacts of 
ten years or under, who are not given pro- 
phylactic antitoxin, subsequently develop 
diphtheria within thirty days, versus 1.2 per 
cent attacked who were given prophylactic 
antitoxin. A difference of 8.8 per cent in 
favor of children exposed, under ten years 
of age, contracting the disease. He says: 

First, the mortality from diphtheria still 
remains around 10 per:cent. 

Second, 10 per cent of exposed children 
under ten years of age without prophylaxis 
contract the disease. 

Third, the susceptibility of exposed chil- 
dren under ten years being 10 per cent and 
the death-rate from diphtheria being 10 per 
cent, therefore it is perfectly logical to con- 
clude that of 100 children, exposed and un- 
protected, one is going to be lost. 

Fourth, the best available records show a 
mortality from antitoxin of 1 in 80,000 in- 
jections of antitoxin. 

Fifth, the very latest information shows 
that while some reports of death from toxin- 
antitoxin have appeared, this was before the 
product was standardized. 

While admitting some slight reaction in 
sensitive children, toxin-antitoxin is not only 
safe, but it is wise to use it in any child 
from six months to six years of age. He 
urges the Schick test from six to twelve 
years, that we protect all Shick positive 
children in this group, and by all means not 
hesitate to protect immediately, by a prophy- 
lactic dose of antitoxin, all exposed children 




















under ten years of age. He desensitizes if 
history warrants it, and gives the children 
the protection they are entitled to in this 
enlightened age. 

As Charles Hendee Smith of New York 
says in answer to his questionnaire, “Any 
community which does not immunize with 
toxin-antitoxin is living in the dark ages.” 





The Non-specific Treatment of 
Pneumonia. 


CorNWALL, in the Long Island Medical 
Journal for September, 1926, well points out 
that symptoms as such do not necessarily 
call for treatment, the presumption being 
that they are manifestations of constructive 
activity on the part of the organism. Some- 
times, however, symptoms produce disturb- 
ing secondary effects which make their treat- 
ment advisable; but the responsibility of 
interfering in such an acute, intense and 
delicately poised conflict as Nature’s fight 
with pneumonia should not be undertaken 
lightly. Among the symptoms which some- 
times call for treatment are the following: 

Pain due usually to the-accompanying dry 
pleurisy : it may be relieved by a hot poultice 
or a flat ice-bag ; if so severe as to interfere 
seriously with sleep, an opiate may be given. 

Restlessness and insomnia occurring early 
in the disease: they may be treated with 
bromides and opiates. Loss of sleep in the 
early part of the disease may prove a fatal 
handicap; later in the disease and especially 
around the expected time of the crisis opiates 
should generally be withheld, as the neces- 
sity for rapid breathing may then be para- 
mount. 

Dry cough occurring early in the disease 
and during the period of consolidation, 
which is so distressing that great loss of 


sleep results : to relieve this cough with small ° 


doses of codeine or morphine is usually good 
treatment. Expectorants are not called for. 
Dyspnea, if due to the pain, may be re- 
lieved with the disappearance of the latter ; 
if due to massive pulmonary consolidation it 
may call for inhalations of oxygen. 
Fever, within the ordinary range of pneu- 
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monia, is constructive and desirable: a tem- 
perature around 104° F. may mean a better 
prognosis than one around 101° F.; but a 
temperature around 106° F., while it may 
mean a vigorous reaction to a virulent 
infection, is hyperpyrexia and harmful. The 
question of giving antipyretic hydrotherapy 
for hyperpyrexia depends for its answer 
on the condition of the patient in other re- 
spects. 

Pulmonary edema calls for strong heart 
stimulation, as before stated, and if severe 
for atropine, and with it, usually, morphine ; 
and perhaps also strychnine and caffeine, the 
last two being given regularly in small 
doses; but if atropine is not given, the caf- 
feine may be administered in one or two 
large doses. ‘ 

The general plan of non-specific treatment 
of pneumonia here outlined has been used 
by him in its entirety since the beginning 
of 1913. Statistics are available only of 
hospital cases. Inferences regarding the 
treatment of pneumonia drawn from any 
small number of cases can have no conclu- 
sive significance, although they may be sug- 
gestive. The following statistics are given 
for what they may be worth. 

Between January 1, 1913, and July 1, 
1918, 218 cases diagnosed as primary lobar 
pneumonia or pneumonia of influenza, came 
into his service in the Norwegian Hospital, 
Brooklyn, mostly in the wards, and were 
treated according to the plan described. This 
series was a continuous one in that it in- 
cluded all the cases treated in his service in 
that period; it included cases moribund on 
admission which were not seen by him. The 
mortality in this series was 18.8 per cent. 

Immediately preceding this series in his 
service in the same hospital a similar con- 
tinuous series of 124 cases, in which the 
treatment differed from that in the series 
first mentioned in that special diet and the 
special conservatism in the use of cathartics 
did not strictly obtain, showed a mortality 
of 30.6 per cent. ; 

Between May 1, 1920, and May 1, 1926, 
a similar continuous series of 114 cases in 
his service in the same hospital, which were 
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treated according to the plan described here, 
showed a mortality of 16.7 per cent. 

While waiting for the laboratory to supply 
us with the right biological specific treatment 
for pneumonia, we should do all we can to 
help Nature in developing and applying her 
own specific treatment; but in our zeal to 
help we should be careful not to hinder. 

Drugs are always disturbing, and should 
be given only when the indications for them 
are positive and clear. 

Overstimulation of the heart early in the 
disease should be avoided, but later, if the 
heart is failing, boldness in treatment may 
be called for. 

Careful management of the alimentary 
tract improves the prognosis. 





The Menace of Obesity. 


In an editorial on this subject, the Lancet 
of September 11, 1926, recalls that in a 
previous issue it alluded to the diminished 
expectation of life for those in whom the 
circumference of the abdomen exceeds that 
of the chest. Investigations carried out on 


a large scale in America have shown that 
the optimum weight for a man of forty-five 
years is about 20 pounds less than the ac- 
cepted average weight for that age, using 
the term “optimum” in relationship to phys- 
ical fitness from the standpoint of an in- 
surance company. The steady decline in 
physical efficiency which the carrying of 20 
pounds of superfluous matter entails should 
in itself be sufficient antidote to the dan- 
gerous self-complaisance with which the 
middle-aged man views an increase in his 
girth. If this is not enough, a perusal of 
Leonard Williams’ new book on Obesity 
will quickly frighten him into a more satis- 
factory frame of mind. The infiltration of 
fat into the subcutaneous tissues may result 
in a raised blood-pressure from increased 
peripheral resistance, and against this high 
blood-pressure a heart embarrassed both on 
its surface and throughout its musculature 
has to work under diminished efficiency. 
Renal disease is extremely likely to follow 
such a condition of affairs, and it is not 
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surprising to learn that the mortality from 
cardiac and renal diseases among the obese 
is twice as high as in persons of normal 
weight. To make matters worse, it is noto- 
rious that such a diseased heart may give 
rise to very little in the way of symptoms 
and nothing in the way of local physical 
signs, and yet, as Williams emphasizes, the 
fat man may die the next time he hurries 
to catch a train. 

Obesity does not stop at producing dis- 
turbances of the circulatory apparatus. The 
respiratory system may suffer, and it is 
well known that certain asthmatics may be 
greatly relieved by cutting down their 
weight. Various troublesome forms of dys- 
pepsia may result from overweight, while 
invasion of the liver increases such troubles 
and the pancreas itself may suffer, leading 
probably to the form of diabetes associated 
with obesity. Intertrigo, varicose veins, 
hernia, and even deafness are some of the 
minor disturbances for which obesity may 
be blamed, to say nothing of the increased 
gravity of the prognosis of acute diseases 
in the obese subject. 

The cure of obesity is largely bound up 
with the problem of its causation. Perhaps 
the most striking advance on the subject 
within recent times has been the proved com- 
plicity of the endocrines leading to the broad 
classification of obesity into that caused by 
alimentary surfeit and that caused by under- 
action of one or more endocrine glands. The 
famous Daniel Lambert, who died at the 
age of forty weighing nearly 53 stone, may 
safely be put into the latter category; but 
it is overfeeding. “To the scientist,” wrote 
Vance Thompson, “there is nothing so tragic 
on earth as the sight of a fat man eating a 
potato.” This quotation from Dr. Williams’ 
book may give perhaps the key-note to the 

solution of the problem. It is not generally 
realized that it is the starchy carbohydrate 
foods rather than the more quickly and 
readily metabolized fats which are respon- 
sible for much of the alimentary type of 
obesity. More rational diet will go a long 
way in preventing this troublesome com- 
plaint, and in its cure this notion must be 
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firmly established in the mind of the pa- 
tient. The arguments for and against mus- 
cular exercise (which may actually lead to 
an increase in weight, especially in endo- 
crine cases), rest in bed, fasting, the use of 
thyroid extract and special diets, such as 
that associated with the name of William 
Banting, the undertaker of St. James Street, 
are still very complex. The influence of 
climate, race, and heredity comes into their 
discussion. What is certain, however, is 
that obesity is a serious menace to health 
and, far from being an enviable state, it is 
one which requires close attention. 





The Present Status of Mercurochrome- 
220 Soluble. 


In the American Journal of the Medical 
Sciences for September, 1926, Davis asserts 
that there is experimental evidence of the 
value of mercurochrome-220 soluble intra- 
venously in the treatment of septicemia and 
other infections. Other equally convincing 
experimental results point to the fact that 
it is not bactericidal in blood, and that its 
use is not unattended by danger. Many 
clinical reports show miraculous cures, 
others have no benefit, and in some it has 
probably hastened death. Therefore, treat- 
ment with mercurochrome must still be con- 
sidered in the experimental stage. Because 
of its dangers it should not be used. indis- 
criminately and should be reserved for des- 
perate cases. : 


Mercurochrome is dangerous intraperi- 
toneally because of the local irritant action 
and because of the often very severe gen- 
eral reaction. 


If used in wounds, sinuses, or serous 
cavities its dose should be limited to 5 mg. 
per kilogram of body weight, as it is easily 
absorbed, and if too much is used, it may 
lead to severe reaction or stomatitis. 

The alcohol-acetone-aqueous solution of 
mercurochrome recommended by Scott and 
Hill is a very satisfactory preoperative skin 
antiseptic. However, it should not be in- 
jected into the nose, urinary bladder, va- 
gina, and so forth, along with a local anes- 
thetic, as this will give a precipitate. 


The Preparation and Clinical Applica- 
tion of Scarlet Fever Antitoxin. 


In the American Journal of the Medical 
Sciences for September, 1926, ANDERSON 
and LEonarp state that there have been not 
a few reports of the failure of antitoxin, 
when given as a prophylactic, to prevent the 
development of scarlet fever within two 
weeks after administration ; but examination 
of these cases reveals the very interesting 
fact that failure to protect was due to in- 
adequate amounts of antitoxin. The Doc- 
tors Dick have advanced the idea that most 
susceptibles who have been exposed to scar- 
let fever are either in the late incubation 
period or the early stages of the disease 
when the prophylactic dose of antitoxin is 
administered, and that therefore what these 
patients need is not a small dose of anti- 
toxin, but a therapeutic dose. They, there- 
fore, advise that not less than half the thera- 
peutic dose be used as a prophylactic dose. 
Most of the cases reported by Anderson 
and Leonard were given half of the thera- 
peutic dose of that particular lot of antitoxin 
—the dose administered varying between 
75,000 and 150,000 neutralizing skin-test 
doses per cubic centimeter, They have re- 
ports on the use of, the antitoxin on 184 © 
contacts with scarlet fever, in each of whom 
there had been direct exposure to the dis- 
ease. The Dick test made seventy-two hours 
after administration of the antitoxin was 
negative in each instance. 

Not one of the 184 developed scarlet 
fever. They are satisfied from the results 
of the cases reported to them that the pro- 
phylactic dose of antitoxin should be at least 
one-half of the therapeutic dose. 

They have a record of 130 severe and 
moderately severe scarlet fever cases in 
three institutions in three different States 
treated with antitoxin, together with 84 
cases in these same institutions who received 
no antitoxin. It is to be noted that the mild 
cases were not given antitoxin, while the 
severe and moderately severe cases were 
given antitoxin, and therefore the antitoxin 
was submitted to a severe test. Among the 
130 cases, some of which were very severe 
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cases with marked toxemia, there were no 
deaths, and there were only 4.6 per cent 
with complications—none of which were of 
a severe character or requiring surgical in- 
tervention. Of the 84 mild cases without 
antitoxin, there were no deaths, but 28.6 per 
cent had complications and sequele of vary- 
ing degrees of severity. Some of the 
complications were of a grave character, 
requiring surgical intervention, and others 
entailing a long period of convalescence. 
The complications in the untreated cases 
consisted of nephritis of a serious grade, 
otitis media, mastoiditis, and suppurating 
cervical adenitis. The amount of antitoxin 
as given in the three hospitals is shown in 
the following table: 


Dosage. Expressed in the Number of 
Neutralizing Doses. 





Hospital Maximum. Minimum. Average. 
Pteceucue ee 520,000 80,000 221,750 
RiiyGaswiseubs 300,000 75,000 137,850 
C -- 600,000 200,000 256,800 

Average for all cases............... 184,000 


It is to be borne in mind that all of the 
antitoxin used in the 130 cases referred to in 
the above table was unusually accurately 
standardized. , The results in every instance 
have been determined by at least two inde- 
pendent observers—one in Chicago and one 
in New Brunswick—and in some instances 
by three different observers. In view of 
these results, obtained with the use of care- 
fully standardized antitoxin, they are in- 
clined to believe, for the present, that a 
therapeutic dose of antitoxin having at least 
200,000 neutralizing skin-test doses is effec- 
tive in the average case of scarlet fever, and 
may, therefore, be considered as the average 
dose. Of. course it is recognized that severe 
cases, or cases seen late, may require larger 
or repeated doses. 

They quote a statement from the director 
of one of the hospitals where a large number 
of the cases here reported were observed, 
and which sums up, in their opinion, the 
present status of the treatment of scarlet 
fever with antitoxin. 

“By comparing the serum-treated cases 
with those not receiving the serum treat- 
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ment, we have found the following results: 
By use of antitoxin we are able to obtain a 
more rapid subsidence of toxemia, more 
rapidly fading rash, more prompt return to 
normal of the mucous membrane, and a re- 
duction in the number and severity of com- 
plications. The patients look and feel bet- 
ter, and are more comfortable. 

They conclude that: 

Specific scarlet-fever antitoxin may be 
prepared by the immunization of horses with 
filtered toxin. 

Such antitoxin is specific against scarlet 
fever occurring in widely separated sections 
of the United States. 

A properly prepared and standardized 
antitoxin is effective as a prophylactic when 
used in adequate doses. 

When used for passive immunization, it 
should be given in not less than one-half of 
the average therapeutic dose. 

A properly prepared and standardized 
scarlet-fever antitoxin is effective in the 
treatment of scarlet fever, saving life and 
reducing the severity and frequency of 
complications. 





The Value of Swiss Sanatorium 
Treatment. 


SANDISON, in the Lancet of September 
11, 1926, states that the justification for 
his paper is the fact that it has been his 
lot to make two tours of Swiss sanatoria 
at Montana, Leysin, Davos, Arosa, and 
elsewhere in the past four years, and during 
that period he has also had special oppor- 
tunities for gauging the effect of treatment 
in Switzerland on a large number of cases 
of tuberculosis. He has thus been fortu- 
nate in having facilities on the one hand for 
obtaining detailed knowledge of typical san- 
atoria in Switzerland, and on the other for 
observing their clinical results on a scale 
not often available to tuberculosis workers 
in this country. It is on the basis of this 
experience that he has formed the opinions 
he expresses. 

It is a common belief in lay and medical 
circles that the high altitude, clear air, and 

















sunshine obtainable in Switzerland produce 
results in the treatment of tuberculosis 
which are superior to those obtainable in 
this country. On his first visit in March, 
1922, he endeavored to consider the matter 
in a strictly impartial way, and on his re- 
turn felt that there was, on the whole, a 
balance of evidence in favor of Switzer- 
land, but that it was very difficult to de- 
termine whether or not any particular case 
fell within the class that might expect to 
obtain peculiar benefit. Since then he has 
had opportunity to compare over a longer 
period the progress of cases treated in 
Switzerland with those who remained in 
this country. Such comparison does not, 
so far as pulmonary cases are concerned, 
show clearly any general superiority of one 
form of treatment over the other, and in 
making it he assumes that the treatment in 
this country (England) is given in a mod- 
ern sanatorium situated in a healthy local- 
ity, and that the treatment in Switzerland 
is that provided in a typical Swiss sana- 
torium at an altitude of 4000-6000 feet. 

As the result of his second tour in June, 
1925, he is more confirmed in the opinion 
that Switzerland holds out peculiar ad- 
vantages only to a limited number of cases, 
that its special value is largely psychologi- 
cal, and that, leaving aside for the moment 
surgical tuberculosis, the average case of 
pulmonary tuberculosis is likely in the long 
run to do as well under appropriate sana- 
torium treatment in this country as in 
Switzerland. This conclusion will not be 
accepted by many Swiss tuberculosis spe- 
cialists, nor by some in this country. In 
going round Switzerland one is amused by 
the unanimity with which the value of ‘al- 
titude treatment is emphasized, whilst at 
the same time one is told that these bene- 
ficial effects are only fully obtainable in 
the locality and at the altitude of particular 
‘sanatoria. One resort is said to be too 
windy, but it retorts that the other is too 
dusty. One is too high or too liable to 
mist, another is alleged to be in a windy 
valley. In truth all statements may be true, 
but the implication that climatic conditions 
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are ideal where you happen to have an in- 
stitution, and deleterious elsewhere, can 
hardly be accepted, and leads the impartial 
inquirer to the conclusion that they are 
equally good or equally bad. 

To his mind the real truth was expressed 
by the physician of a well-known Swiss 
sanatorium who said to him: “Treatment 
in Switzerland is un traitement de luxe. 
Give me a patient to whom time and money 
are no object, who can, if riecessary, live 
abroad after his treatment, and who is not 
worried as to ways and means, and I can 
almost promise to cure him in the course of 
years. Time is essential, ample funds are 
essential; for the treatment I give implies 
the highest standard of comfort and diet. 
But if the patient has only limited time, if 
his financial resources are slight, he will do 
better to undergo a more intensive treat- 
ment, which he can probably receive equally 
well in England, and be content with the 
attainment of relative quiescence of the dis- 
ease rather than complete cure.” 

He is increasingly of opinion that this 
expresses the true value of Swiss sanatoria 
as curative agents. The idea that Swiss 
treatment provides a short cut to cure is not 
correct, nor does he think it true that save 
for the definite, though often temporary, 
psychological stimulation usually apparent 
in the earlier stages of treatment there is 
any certainty that benefit of a permanent 
character will result which might not have 
been obtained elsewhere. In saying this 
he does not forget certain cases which, for 
reasons not clearly apparent, have assuredly 
benefited permanently from Swiss treat- 
ment after failing to make progress under 
other conditions. He knows of no certain 
test, however, by which such cases can be 
recognized beforehand. Moreover, almost 
every form of treatment for tuberculosis, 
orthodox or unorthodox, can show cases of 
this kind, and one is inclined to believe that 
the improvement is a matter of idiosyncrasy 
rather than of treatment. Certainly no spe- 
cial form of treatment can on such cases 
alone be considered of generally applicable 
value. 
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The Treatment of Gastric and 
Duodenal Ulcers. 


EInnHorN, in the Medical Journal and 
Record of September 1, 1926, states that 
the principle of rest plays the first and 
greatest part in the healing of peptic ulcers. 
The second point of importance is adequate 
nutrition, especially if a dietary régime 
should be applied for a long period of time. 

Erosions and small ulcers heal frequently 
without any medical aid. If the affection 
reaches a certain degree and the process 
becomes more extensive, then the healing 
does not take place by itself. The patient 
becomes aware of disturbances in the act of 
digestion and he is forced to seek medical 
aid. 

The extent of suffering and the ability 
to undergo treatment play a part in the se- 
lection of a suitable plan of treatment. Thus 
in severe cases (hemorrhages, vomiting, 
pains in the upper abdomen) rest in bed, 
abstinence from food by mouth, rectal feed- 
ing and rectal instillation of fluids by the 
Murphy drip; used to be and still is, to a 


certain extent, the general mode of proce- 


dure. In the same instances duodenal ali- 
mentation can be instituted with greater 
comfort and advantage to the patients. This 
mode of procedure combines the principle 
of rest and adequate nutrition and has the 
advantage that it can: be applied for a long 
time. In patients who are willing to sub- 
mit to duodenal alimentation, this mode of 
procedure should be applied in all forms of 
peptic ulcer, mild and severe. 

All other phases of treatment carry out 
the principle of rest only partially. To 
these belong Cruveilhier’s milk régime, 
Leube-Ziemssen’s rest régime and diet (milk 


and gruels), Lenhartz’s diet (milk, eggs and © 


meat with restriction of fluids), Sippy’s 
diet (feeding every hour and the addition 
of alkalies), Coleman’s diet (white of eggs, 
olive oil or butter by the stomach, and glu- 
cose instillation by rectum). 

Most of the patients are kept in bed. 
In mild cases, however, an ambulatory ré- 
gime is also at times permissible. Here a 
liberal diet, frequent meals and avoidance 


of highly seasoned substances are the main 
features of the treatment. 

In the way of medication, bismuth, alka- 
lies, olive oil and antispasmodics (atropine, 
papaverin), nerve sedatives, and mild ape- 
rients form the main remedies generally 
employed. 

The indications for surgery (in peptic 
ulcers) are: 

1. Perforation of the ulcer. 

2. Ulcers leading to obstruction of the 
pylorus. 

3. Ulcers of stomach with malignancy 
suspected. 

4, Callous ulcers (niches) not yielding to 
rigorous treatment. 

5. Recurrence of massive hemorrhages 
from the stomach or duodenum endanger- 
ing life of patient. 

6. Small gastric hemorrhages which go 
on uninterruptedly, resist all kinds of treat- 
ment, and endanger the life of the patient. 

%. Gastric distress resisting all modes of 
repeated rational treatment, extending over 
a long period of time, and making life un- 
bearable. . 





Robbing Scarlet Fever of its Terrors. 


In an editorial on this subject the Boston 
Medical and Surgical Journal of September 
16, 1926, asserts that scarlet-fever anti- 
toxin has proved its worth. A good prep- 
aration, given early and in sufficient dosage, 
produces a change for the better in the 
scarlet-fever patient that is little short of 
miraculous. The temperature falls rapidly, 
the rash fades, the toxic symptoms abate, 
and the sufferer quickly recovers his sense 
of ‘well-being. Convalescence is rapid, and 
usually there is an absence of the septic 
complications that have made the disease 
rightfully dreaded. Given in the later 
stages of the disease the antitoxin is less 
curative. To be sure, it may lessen the in- 
toxication, but it has little or no influence 
on septic affections already started. 

The rule, then, is to give a full dose just 
as soon as the diagnosis is made, and to give 
it to every case of scarlet fever with any 
definite toxic symptoms. Blake advises as 
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a minimum dose—that is, the dose for a 
mild case in a child—enough antitoxin to 
neutralize at least 750,000 skin-test doses 
of standard test toxin. The neutralizing 
potency of the commercial preparations is 
stated on the label of the container, the 
potency of one cubic centimeter usually be- 
ing given. The scarlet-fever antitoxin 
manufactured and supplied by the Massa- 
chusetts Department of Public Health is 
bottled in vials labeled “One Minimum 
Therapeutic Dose,” and each vial contains 
enough antitoxin to neutralize about 800,000 
skin-test doses of toxin, or somewhat more 
than the minimum amount recommended 
by Blake. 

In the severer cases, two or three mini- 
mum therapeutic doses, depending upon the 
severity of the attack, should be given at 
one time. The antitoxin should be injected 
intramuscularly, with, of course, the pre- 
cautions usually recommended in the ad- 
ministration of the other serums or anti- 
toxins. 

Scarlet-fever antitoxin (officially called 


“Scarlet Fever Streptococcus Antitoxin’’) 
is now prepared by the leading manufactur- 
ing biologic laboratories, and it can be pur- 
chased from their local distributors and in 
pharmacies. 


The use of this antitoxin for prophylactic 
purposes—that is, for temporarily immuniz- 
ing persons who have been exposed to scar- 
let fever—does not seem desirable, except 
in those instances where those so exposed 
cannot conveniently be seen regularly, and 
when the disease might develop rapidly to 
a serious stage before a physician could 
attend or antitoxin be given. With the 
warning given by the knowledge of a re- 
cent exposure, with a watchful eye for the 
appearance of any suspicious symptoms, 
and with prompt administration of antitoxin 
when scarlatina declares itself, the disease 
can gain no dangerous headway, and the 
patient will have the advantage of the stimu- 
lus to an active immunity coming from the 
slight infection. By giving this new cura- 
tive agent to every early case of scarlet fever 
coming under their care, physicians can rob 


the disease of its most dangerous and de- 
structive effects. Its bill of mortality 
should be cut to the few deaths that always 
follow delay. 





Digitalis Therapy in Cardiac Decom- 
pensation in Children. 


In the American Journal of Diseases of 
Children for September, 1926, JACOBSEN 
and Davison say that the administration 
of comparatively large doses of digitalis to 
edematous children suffering from rheu- 
matic heart disease usually causes a loss of 
edema, an increase in the patient’s com- 
fort, and a prolongation of life. 

An accumulation of 0.5 grain of dried 
digitalis leaves per pound of body weight 
will usually produce the desired effect in 
children. A subsequent daily dosage of 3 
grains, which probably represents the daily 
excretion, will usually maintain this effect 
without causing symptoms of intoxication 
(nausea or marked slowing of the pulse). 

For children suffering from cardiac de- 
compensation, 3 grains (0.2 gm.) of the 
dried leaves of digitalis may be -given by 
mouth in capsules every six hours until 
nausea develops (usually after four to eight 
doses). The amount should then be de- 
creased to 1% grains (0.1 gm.) of the dried 
leaves twice a day, to replace the amount 
which the patient excretes daily. This 
dosage may usually be continued indefi- 
nitely. However, should nausea or marked 
slowing of the pulse develop on this reduced 
dosage, digitalis should be discontinued and 
not readministered until one or two days 
after all symptoms of intoxication have dis- 
appeared. For patients who have been 
vomiting before digitalis therapy is begun, 
30 minims (2 cc.) of the tincture of digi- 
talis diluted with 1 ounce (30 cc.) of physi- 
ological sodium chloride solution may be 
given by rectum every six hours until the 
pulse-rate is reduced (usually after four to 
eight doses). The amount should then be 
reduced to 15 minims (1 cc.), diluted with 
1 ounce (30 éc.) of physiological sodium 
chloride solution twice a day. 
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Acetic Acid Milk From the Acetic Acid 
of the United States Pharmacopeeia. 


In the American Journal of Diseases of 
Children for September, 1926, DuNHAM 
reports that recognizing the desirability of 
a chemically pure acetic acid of official 
standard strength, he used the acetic acid 
of the United States Pharmacopceia in the 
place of vinegar during the last year. One 
drachm (3.75 cc.) of acetic acid, U.S. P. 
(36 per cent acid) was added to 15 ounces 
(450 cc.) of cow’s milk, or 1 part of the 
acid to 120 parts of milk. In the home, 
1% dipped common teaspoonfuls of the 
acid was added to 1 quart of milk. The 
acetic acid addition to the milk was 0.3 
per cent. The hydrogen-ion concentration 
was about Px 4.8. ; 

In general, the detail of preparation, other 
than the acid element of the food, and the 
usage of the mixture were the same as for 
vinegar acetic acid milk. The milk was 
previously sterilized and cooled, and the 
acid was mixed directly with the cold milk. 
The mixture was only moderately warmed 
before feedings. Prepared in this manner, 
the mixture was characterized by fine curds 
and a creamy consistency. Corn syrup di- 
luted with an equal volume of water was 
added in the amount of 1 ounce (30 cc.) 
of the diluted syrup to the pint (480 cc.) 
of milk. The mixture was given undiluted, 
except to infants younger than two months, 
who received 4 ounces (120 cc.) of water 
or gruel in the total daily feeding. Be- 
tween the tenth and twelfth months of age 
the acidity was gradually lessened and dis- 
continued. Four-hour feeding intervals 
were used. 

The cost of the acidulation with acetic 
acid, U. S. P. (36 per cent acid), at the pre- 
vailing retail price of the acid (30 cents per 
pound) was about % cent per pint of milk, 
about the same as that from barreled vine- 
gar (30 cents per gallon). With bottled 
vinegar (57 cents per half-gallon), the cost 
was about 1 cent per pint of milk. 

The clinical results from some fifty in- 
fants on the U. S. P. acetic acid milk, for 
periods ranging from two to eleven months, 


have been excellent, and comparatively 
equal to those on vinegar acetic acid milk. 
In no instance was it found necessary to 
change the type of feeding. Especially 
good results were noted in cases of simple 
malnutrition. The mixture was found to 
be well suited as a routine food for hos- 
pital and dispensary cases because of the 
constancy of good results and the infre- 
quency of necessary changes of formulas. 
The food was well liked by the infants from 
the very beginning and the digestion was 
good. 

In instances of parenteral infection with 
accompanying diarrhea, the fat and sugar 
elements of the formula were reduced tem- 
porarily without any change of the acid 
content. Diarrhea attributable to the acetic 
acid element of the formula was not en- 
countered, but constipation sometimes oc- 
curred. An additional amount of syrup, 
or the more laxative cereals and fruits, 
were prescribed for constipation when pos- 
sible. 

Cereal gruels were given not later than 
the third month of age, and vegetable mash 
was begun at the fifth month. Orange juice 
and cod-liver oil were given as soon as the 
state of the digestion permitted. Direct 
sunshine was utilized when available. Under 
the foregoing: management, the rate of 
gain, the tissue turgor, musculature and 
color, and the improvement in the appear- 
ance and general well-being were satisfac- 
tory. 





Blood-sugar in the Normal and Diabetic. 


In the Lancet of September 18, 1926, 
SHAPLAND reports his studies. He says 
that cane sugar, or sucrose, when ingested 
on an empty stomach by a healthy young 
subject produces in suitable quantities a 
definite blood-sugar curve which is similar 
to that given by glucose when taken in 
similar amounts under the same conditions, 
but cane sugar in the diabetic subject under 
these conditions produces, like glucose, a 
blood-sugar curve which differs materially 
from that seen in health. 
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These curves.are of value in the diagnosis 
of anomalous types of glycosuria. 

Both in advanced years and in obesity 
of long standing the blood-sugar curve 
tends to approach the diabetic type; in early 
cases of obesity, however, the carbohydrate 
tolerance is sometimes increased. 

In diabetes—especially the more severe 
cases—the renal threshold for sugar tends 
to become raised. 

The blood-sugar variations during the 
day on an ordinary diet may in health 
amount to as much as 0.078 per cent of the 
sugar. The main elevations in blood-sugar 
concentration are seen after the meals con- 
taining the bulk of the carbohydrate of the 
diet, but a secondary elevation tends to 
occur toward the late afternoon, a rise which 
may be associated with the slow production 
of sugar derived from protein metabolism. 

The variations in blood-sugar concentra- 
tion seen normally in health during the day 
occur also in diabetes, but in an exaggerated 
form. These excessive elevations of blood- 
sugar concentration can be controlled by 
insulin injected at a suitable interval of time 
—about thirty minutes—before the chief 
meals of the day. 


The Treatment of Polycythemia Vera 
(Erythremia) with Phenylhydrazine. 


In the Archives of Internal Medicine for 
September, 1926, Brown and GIFFIN state 
that following this treatment (which they 
give in detail) the clinical improvement was 
satisfactory in all but one case, in which 
marked hypertension persisted. Vertigo, 
fulness of ‘the head, neuralgia, weakness 
and mental irritability all disappeared. Pa- 
tients who had had pain in the legs claimed 
complete relief. A gradual increase in the 
erythrocytes and volume of blood necessi- 
tated a second course of treatment, in from 
three to six months after the first course. 
As a rule, the dose effective at the time of 
the first treatment was equally effective in 
the recurrences. This was especially true 
in one case in which, during the third course 
of treatment, destruction of blood was ap- 


parently just as active as during the first 
course on the same dosage. One or two 
doses of the drug each week, or a short 
course each month, may prove effective in 
maintaining an approximately normal con- 
dition. Their patients have been able to 
determine for themselves by their symptoms 
when further treatment was required. 

Particular attention should be directed to 
the cases in which there was pain in the. 
legs apparently due to calcification of the 
arteries. The excellent results in these cases 
suggest that the drug may be beneficial in 
cases of endarteritis obliterans without 
polycythemia. 

The drug was given in doses of 0.10 gm. 
three times a day; the total amount given 
varied from 3.4 to 7.6 gm., the average 
total being 5.7 gm. It was estimated that 
each gram of phenylhydrazine brought 
about the destruction of an average of 6 
gm. of hemoglobin. It has been found wise 
to discontinue the use of the drug when the 
erythrocytes drop to 4,500,000, and it is 
estimated that destruction of blood will con- 
tinue for approximately a week longer. 

Phenylhydrazine hydrochloride, in gen- 
eral, causes more consistent improvement 
in the symptoms and a more constant re- 
duction in the blood volume than either 
radiotherapy or venesection. The questions 
involved in the occurrence of thrombosis 
during treatment and the ultimate toxicity 
of the drug, especially on the liver, can only 
be decided by more extended experience and 
more prolonged observation. 





Measles in Private Practice as Modified 
by the Use of Immune Serum. 


In the Archives of Pediatrics for Sep- 
tember, 1926, FREEMAN and FReEEm believe 
they may conclude that while the use of con- 
valescent measles serum is a valuable meas- 
ure in the modification of the disease, and 
in the prevention of its complications, it 
cannot be depended upon to prevent. the 
occurrence of measles, no matter at what 
stage of the incubation period it is given, 
nor in what amount, up to 10 cc. 
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The Relative Value of the Roentgen Ray 
and Physical Signs in the Diagnosis 
and Treatment of Pulmonary 
Tuberculosis. 


Fates in the American Journal of the 
Medical Sciences for September, 1926, 
states that from a study of 411 cases, 60 
per cent of which were found to be tuber- 
culous, he believes that the Roentgen ray 
is the most important means of determin- 
ing the existing pathologic condition of the 
lungs. 

A parenchymal Roentgen-ray lesion, with- 
out physical signs, is of great significance, 
for 53 per cent of such cases showed posi- 
tive sputum. 

Peribronchial infiltration, as seen by the 
Roentgen ray, is of no importance in diag- 
nosing pulmonary tuberculosis, as it was 
not found in any case in combination with 
positive sputum. 

Parenchymal infiltration, on the other 
hand, as seen by the Roentgen ray, is of 
great importance, for 68 per cent had posi- 
tive sputum. 

In a certain percentage of cases, the 
Roentgen ray will show a lesion not demon- 
strated by physical signs, as proved by the 
above comparisons, there being 11 per cent 
of cases with involvement of the second 
apex not shown by physical signs. 

The Roentgen ray more often presents a 
greater involvement (35 per cent) than is 
shown by physical signs (5 per cent). © 

A parenchymal Roentgen-ray lesion and 
rales usually occur together, this combina- 
tion taking place in 93 per cent of the above 
series, while peribronchial infiltration and 
rales are almost never found in combina- 
tion, occurring in 1.6 per cent of cases. 

Serial roentgenograms, taken from two- 
to six-month intervals, portray before our 
eyes the ever-changing pathology of the 
lungs of the tuberculous, thus giving us an 
insight as to the progress and prognosis, 
which can be obtained in no other way. 

The time is at hand when the clinician 
must be trained (as Dunham expresses it) 
in the “roentgenoscopic pathology of the 
lungs.” It is just as important that he make 


his own Roentgen-ray intefpretation as it 
is that he make his own physical examina- 
tions. 

If we are to make the Roentgen ray of real 
value, we must discard the idea that peri- 
bronchial thickening, when it reaches the 
periphery, and infiltration of the hilum 
have any significance in the diagnosis of 
pulmonary tuberculosis. Clinicians and 
roentgenologists, who still believe in this 
theory, are causing much confusion and 
misunderstanding and have brought great 
disrepute on the true value of the Roentgen 
ray. 

It is urgently important that all staffs of 
tuberculosis hospitals adopt a uniform, 
pathologic-anatomic classification that can 
be used conjointly by the clinician roentgen- 
ologist and pathologist. 

On account of the great value of the 
Roentgen ray, it is of doubtful expediency 
for tuberculosis sanatoria to limit the use 
of Roentgen-ray films. Their more exten- 
sive use should be encouraged, for the 
greater efficiency attained would save the 
extra expense many times over. 

If we are to progress in the knowledge 
of tuberculosis, it is imperative that every 
effort be put forth to obtain permission to 
perform more necropsies. To increase our 
proficiency we must not only compare the 
actual lesions with the roentgenoscopic pic- 
ture and physical findings, but we must 
know, by actual study, the ever-changing 
pathologic picture which is so essential to 
a thorough knowledge of tuberculosis. 





Malaria Treatment of General Par- 
alysis: A Report of 44 Cases. 


In Venereal Disease Information issued 
by the United States Public Health Serv- 
ice for September, 1926, Pijper and 
RUSSELL state that by the term “mentally 
improved” they mean that such patients 
became clean in their habits, were able to 
feed and dress themselves again, and in 
many instances could be trusted with minor 
occupations. “Physically improved” means 
that, although no mental benefit followed 
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the course of malaria, there was a gain in 
weight and muscle tonus, an improvement 
in gait, and in some instances a healing of 
bed-sores. The most striking feature of 
their table is that nearly all the complete 
remissions took place in the “early expan- 
sive” group, and none in the “late unclassi- 
fiable” group, which last group at the same 
time contains nearly all the patients who 
died during treatment. It must, however, 
also “be noted that even in this group all 
the patients who did survive derived some 
benefit, either mentally or physically. Of 
the whole series, 11, or 25 per cent, showed 
a complete remission. Taking early cases 
only, they get 36 per cent complete remis- 
sions. Taking “early expansive” cases only, 
they get 55 per cent complete remissions. 
Of the “late” cases only 10.5 per cent 
reached a complete remission. Some men- 
tal improvement was obtained in 25 per 
cent of all cases, both early and late, apart 
from the 25 per cent complete remissions. 
Physical improvement was noted in all 
cases, whether mentally improved or not, 
but physical improvement only, without 
mental benefit, was apparent in 25 per cent 
of the whole series. Death occurred in 25 
per cent of all cases. 

In one case only improvement became 
noticeable during the fever. In the others 
it took from two to sixteen weeks before 
any improvement could be noticed. The 
average time was eight weeks. Invariably 
the first indication of mental improvement 
was the reorientation of the patient with 
regard to self and others. Orientation for 
place and time appeared next. Then fol- 
lowed restoration of memory for events 
prior to the illness. It is our experience 
that no patient does regain any memory 
for the period of the illness; in practically 
all cases there is a complete amnesia for 
this period. The last thing to disappear 
are the delusions. The only physical sign 
which in their cases showed improvement 
was that of speech defect. In several in- 
stances tremors of the tongue and lips be- 
came less marked, and slurring of speech 
less noticeable, though never quite disap- 


pearing. The pupilary reflexes varied, but 
never became quite normal. The same is 
true of the patellar reflex. 

Some special notice must be taken of 
female cases. They have treated six women, 
with very poor results. This seems to have 
been the case in other institutions as well. 
The explanation probably is that general 
paralysis as a rule is only diagnosed in 
women when it has already developed much 
further than is the case in men. 

That pyrexial treatment has a therapeutic 
effect cannot be denied, the clinical proofs 
being too numerous. That the effect is 
not merely of functional order is demon- 
strated by the findings of several authors. 
Gerstmann, Schilling, and others noticed 
that the spirochetes disappeared from the 
brain of inoculated patients, and that at the 
same time normal anatomical conditions re- 
turned. Creutzfeld could not quite convince 
himself of this change, but he only examined 
two cases. Moreover, there is Schulze’s 
observation, made on a larger number of 
cases, that in malaria treated cases the curi- 
ous accumulations of iron in the wall of 
the brain capillaries, so typical of general 
paralysis, disappeared to a large extent. 
Pyrexial treatment undoubtedly produces 
an effect, but a full explanation of its action 
cannot be given. Weichbrodt has suggested 
that the increased heat was responsible, sup- 
porting his view by experiments on rabbits, 
in which animals he could make chancres 
disappear by exposing them to temperatures 
between 42° and 43° Celsius. Prolonged 
hot baths have been tried, but did not prove 
satisfactory for the treatment of general 
paralytics. It has been claimed that fever- 
ish diseases contracted by syphilitics pre- 
vent the outbreak of general paralysis at a 
later stage of the disease, and certain au- 
thors want to explain the relative freedom 
of the dark races on this basis. Salomon 
has collected figures, and although it ap- 
peared as if syphilitics with a feverish dis- 
ease in their history suffered less from gen- 
eral paralysis than others, his own figures 
also show that the reverse holds true in the 
case of tabetic patients. It must be re- 
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membered that not only with malaria, but 
also with relapsing fever, and even with 
repeated injections of milk and other fever- 
producing protein substances, excellent ther- 
apeutic results have been gained. 

Hyperleucocytosis is a word that is fre- 
quently brought up to explain the position. 
It seems to be forgotten that one of the 
typical features of malaria is that it does 
not produce leucocytosis, and in a previous 
paper they have amply demonstrated by 
means of actual counts that in inoculated 
malaria the leucocyte count, apart from an 
initial rise, remains rather low during the 
course of the fever. It is recognized that 
relapsing fever produces a relative and ab- 
solute lymphocytosis, but as malaria does 
not do this, this lymphocytosis cannot be 
used as a basis for explanations. Injection 
of foreign protein and protein derivatives 
produces profound changes in the meta- 
bolism of body cells, as a result of which 
protective non-specific substances are evolved 
and brought into circulation. Examples of 
the beneficial effects of such injections 
abound in recent medical literature, and 
malaria and relapsing fever may be looked 
upon as automatically and regularly repeat- 
ing such injections. 

This conception of the action of malaria 
inoculation is, of course, not a complete ex- 
planation, but it has the merit of bringing 
the phenomenon into line with others. 
Whether one calls these phenomena proto- 
plasm-activation, shock-therapy, protein- 
shock, Reizkoorpertherapie, or hetero-vac- 
cine-therapy, the principle is the same. 
This form of treatment seems to be capable 
of calling out all the forces for its own de- 
fense which the injected organism possesses, 
but which under ordinary circumstances 
would have remained dormant, or have been 
brought into action in smaller quantities 
spread over a much longer period with pro- 
portionally smaller results. In the case of 
general paralysis, the organism left to its 
own devices is so slow in coming to its 
own rescue that the patient succumbs be- 
fore the healing process has achieved any- 
thing. In exceptional cases, and it is sig- 
nificant that these are just those cases where 


the patients are of the expansive type, which 
means that the general rate of metabolism 
is certainly not lower than normal, this 
spontaneous remission is the result. There 
are certain theoretical arguments which 
point to malaria as being the most suitable 
pyrexial treatment for general paralysis. 
Protoplasm-activation may take place 
throughout the body, but when malaria is 
used as the provoking agent it appears that 
the activation is chiefly localized in the 
central nervous system. 





Prostatectomy Under Caudal and Trans- 
sacral Block. 


In Current Researches in Anesthesia and 
Analgesia for October, 1926, ANDERSON in- 
sists that the time to speak to a prostatic 
about the anesthetic to be used at his opera- 


' tion is when the patient is examined and the 


diagnosis is made. These patients are very 
conscious of their advanced years, failing 
health, decrepit physique and exhaustion 
due to their difficult, painful and frequent 
micturition. They feel and believe that 
should they subject themselves to general 
narcosis they may never awaken therefrom, 
and eagerly accept block anesthesia instead 
of general narcosis, if tactfully explained to 
them. At times demands were made that 
could not be complied with, such as “I must 
be unconscious, for I never could stand to 
see things.” As a general policy it is best 
not to argue with these elderly people and 
assume a position that they know no more 
about the anesthetic best fitted for them than 
they do about the surgical technique of the 
operation they are to undergo. 

Before operation the mind of the appre- 
hensive patient must be made calm, almost 
somnolent. For this it is routine to give 
morphine one and one-half hours before 
operation and one-half hour before admis- 
sion to the operating room. The dose to be 
given at these times is to be measured by 
the degree of mental tranquillity obtained 
and not the amount of drug given. For the 
strong, vigorous prostatic inclined to be 
overanxious, a quarter and a sixth of a 
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grain of morphine is none too much and 
perhaps not enough. But for the poor surgi- 
cal risk whose mentality is dulled by sepsis 
it is far too much. Narcotization, if the 
mentality is dulled enough and the patient 
a poor surgical risk, may not be needed at 
all. The patient is not to be told when the 
operation begins or when it ends, and solici- 
tous bystanders are instructed not to ask the 
patient, “Do you feel better?” or “Does that 
hurt?” He will let one know if he is hurt. 
He needs encouragement and not warning. 

The patient is placed on the table flat on 
his stomach and his hips elevated on a 
pillow. A caudal block is done, and after 
testing the needle for spinal fluid or blood, 
25 to 35 cc. of a 2-per-cent solution of pro- 
caine is injected into the sacral canal. The 
second and first sacral foramina are then 
located, and into each of them from 8 to 
10 cc. of a one-per-cent solution of procaine 
is injected. If the caudal block has been 
satisfactory, no injections are made in the 
third and fourth sacral foramina. The 
patient is then asked to turn on his back, 
the cushion is removed, and a field block 
done along the inner surface of the pubic 
bone and along the outer edge of both recti 
muscles from the pubic bone to the umbili- 
cus. For this one-half of one-per-cent solu- 
tion is used. Infiltration along the line of 
incision in these cases should be avoided. 
The patients have a low resistance to infec- 
tion, the infiltration devitalizes the tissue to 
a certain extent, and when in contact with 
an infected urine produces suitable condi- 
tions for wound infection and sloughing. 
In patients with a large pendulous abdomen, 
the deposit of the solution in the outer edge 
of the sheath of either recti muscles to- 
gether with subcutaneous injection over 
these areas produces a deeper anesthesia 
and more muscular relaxation with less pro- 
caine than the promiscuous deposits of large 
quantities of solution in the deep fat tissues 
where little sensation exists. To do this it 
is often necessary to handle the needle 
detached from the syringe with the same 
deftness of touch exercised in a caudal or 
transsacral block. Nevertheless the deeper 


abdominal anesthesia obtained and the more 
complete muscular relaxation amply repays 
the operator for his time and trouble and 
effort. 

Dangerous toxic symptoms due to the pro- 
caine have not taken place in any of the 125 
cases. The flushed face and increased 


‘pulse-rate that so often take place in caudal 


block have often occurred, but being of lit- 
tle consequence were not noted in his his- 
tories. Vomiting occurred in nine cases. 
Whether this was due to the procaine or 
to the morphine or to the large quantities of 
water given the patient while on the table, 
he is unable to say. Vomiting was not ac- 
companied by a rapid, feeble pulse, pros- 
tration or shock. All of these patients left 
the table in good condition, and the vomit- 
ing was not continued when they returned 
to their beds. 





Recovery After Intracardiac Injection 
of Ether. 


In the British Medical Journal of Sep- 


tember 11, 1926, Botton writes that in 
view of the cases recently described the 
following instances, which have lately ac- 
curred in his practice, may be of interest: - 

An adult male on whom he was’ propos- 
ing to operate for inguinal hernia gave no 
history of previous heart trouble, and the 
heart sounds appeared normal. Just as he 
was about to make the primary incision 
with the patient under open ether he stopped 
breathing, no pulse could be felt at the 
wrist, and no impulse at the apex. Arti- 
ficial respiration was commenced, and both 
strychnine and ether given hypodermically, 
but, as was to be expected in the absence 
of circulation, these were ineffective. One 
cubic centimeter of ether was injected di- 
rectly into the left ventricle, and almost 
immediately the pulse became palpable, 
breathing began again, and he was able to 
do the radical operation. The patient made 
an uninterrupted recovery and suffered no 
after-effects. 

He was sent for by the midwife to a 
woman in labor (sixth confinement), and 
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found a shoulder presentation with one 
hand in the vagina. There was a history 
of previous “heart weakness,” and she had 
a systolic murmur heard at all orifices. He 
gave chloroform while his colleague pro- 
ceeded to turn and pull down a leg. She 
became rather gray, so he went cautiously 
with the anesthetic. The after-coming head 
jammed at the outlet, and during manipu- 
lations to release this the patient stopped 
breathing. He could feel no pulse and no 
apex beat. Artificial respiration and sub- 
cutaneous medication were again tried, but 
were ineffective, so that 1 cc. of ether 
was injected directly into the left ventricle. 
He had his finger on the radial artery and 
the return of a palpable pulse was very 
striking. The first beat was felt after per- 
haps ten seconds, the second about five or 
six seconds later, the third after about three 
seconds more, and thereafter the normal 
rhythm was rapidly established. The child 
was extracted, and was, of course, dead, 
but the mother made an uninterrupted re- 
covery and suffered no after-effects. 

The response to intracardiac ether was 
dramatic and gratifying to all concerned. 





The Therapeutic Value of Hexylresor- 
cinol in Chronic Pyelitis of 
Childhood. 


HELMHOLz, in the American Journal of 
Diseases of Children for September, 1926, 
expresses the belief that if no drug were 
available to produce results more quickly, 
the long-continued administration of hexyl- 
resorcinol would be justified. However, a 
new drug must measure up to, if not ex- 
ceed, the standard set by other drugs used 
in the treatment of a disease. 

In a series of fourteen cases of pyelitis, 
treatment with hexylresorcinol carried on 
for a period of from one to six weeks was 
successful in only one case. In six of nine 
uncomplicated cases of pyelitis, which did 
not yield to treatment with hexylresorcinol, 
bacteriological cure was achieved with 
methenamine in from one to three weeks. 





Certain Features of Angina Pectoris. 


In Minnesota Medicine for October, 1926, 
SMITH states that favorable results have 
been reported following the use of the purin 
base derivatives, as diuretin, theocin, and 
more recently euphyllin. These drugs have 
a diuretic action and dilate the coronary 
arteries. Theocin, and particularly euphyl- 
lin, greatly increase the rate of coronary 
flow and have a favorable action on the 
heart. In certain instances either of the 
latter drugs no doubt improves the efficiency 
of the heart and relieves, or even entirely 
eliminates, the pain. Theocin is not toler- 
ated well by the stomach. Euphyllin, how- 
ever, may be given in doses of grs. 1% 
after meals over a long period of time with- 
out disturbing the gastrointestinal tract or 
kidneys. 

Within recent years the resection of vari- 
ous portions of the sympathetic nerves has 
been recommended in the treatment of an- 
gina pectoris. In some instances the pain 
has been eliminated by this procedure. It 
is, however, difficult at the present time to 
estimate the value of this method of treat- 
ment. The nature of the pain is not clearly 
understood, and the influence of the section 
of the sympathetic on the heart is not 
known. In the tortoise, stimulation of the 
sympathetic nerves causes a constriction of 
the coronary arteries. There is also sug- 
gestive evidence that these nerves supply, 
with constrictor fibers, the coronary arteries 
of the mammal. The latter fact, however, 
has not been conclusively proven. If we 
are to regard the appearance of anginal 
pain as a warning signal, it is conceivable 
that the removal of this signal may elim- 
inate a necessary protective measure. There 
are no doubt instances, however, in which 
the nervous system may be so sensitive that 
the indicator is very delicate. It would thus 
seem, under these circumstances, that the 
indicator may cease to serve, trustworthily, 
its fufiction and may justifiably be removed. 
If, in addition, section of the sympathetic 
improves the coronary circulation compar- 
able to that in the leg following resection 
of sympathetic ganglia in Raynaud’s dis- 
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ease, the operation would have an additional 
advantage. Until, however, a more satis- 
factory physiological basis is established 
for the operation, great care should be ex- 
ercised in selecting the patients. The oper- 
ation, furthermore, should not be attempted 
by surgeons who are not thoroughly familiar 
with the anatomy of the sympathetic nerves, 
otherwise reports will be wholly untrust- 
worthy. 

More recently Swetlow and Schwartz 
have reported the use of paravertebral in- 
jection with alcohol of the dorsal root gang- 
lion and rami communicantes for the pain 
of angina pectoris. They employed this 
form of treatment in five patients and in 
each instance obtained satisfactory results. 
This procedure, because of its apparent sim- 
plicity, the unassociated dangers and promis- 
ing results, seems to have many advantages 
over the resection of the sympathetic nerve 
and justifies further study. 





The Effects of General Anesthesia on 
the Muscular Activity of the 


Gastrointestinal Tract. 


In Current Researches in Anesthesia and 
Analgesia for October, 1926, MILLER re- 
ports on a research on this topic and says 
that during the surgical stage of anesthesia, 
with ether or chloroform, there is marked 
loss of tonus and almost complete inhibition 
of both rhythmic and peristaltic contractions 
in stomach, small intestine, and colon. 

During the recovery period, the stomach 
recovers slowly and continues to show some 
degree of depression for one hour or longer. 


The small intestine and colon recover very. 


rapidly after stopping the anesthetic and 
show increased activity. The small intestine 
develops exaggerated peristalsis, while the 
colon shows a marked increase in tonicity. 

The relatively light, surgical anesthesia, 
usually maintained with ethylene, causes no 
marked change in the activity of the gastro- 
intestinal tract. A slight increase in tonicity 
and amplitude of contractions has sometimes 
been observed. During the postanesthetic 
period, also, there is no marked change in 
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muscular activity. A slight decrease in ac- 
tivity is often observed about an hour after 
the anesthesia. 

Nitrous-oxide-oxygen anesthesia produces 
a marked increase in the size of contrac- 
tions of stomach, ileum, and colon. This is 
probably due to anoxemia. On discontinu- 
ing the nitrous oxide there promptly occurs 
a very marked inhibition of activity in these 
three portions of the gastrointestinal tract. 
Tone is lowered, peristalsis ceases, and seg- 
mental contractions are much diminished. 
This depression will usually last one hour 
or longer. 





Yatren 105 in the Treatment of Amebic 
Dysentery. ? 


In the New Orleans Medical and Surgical 
Journal for October, 1926, Turner and 
Jones report that the early effects ‘of the 
treatment of eight cases of amebic dysentery 
with yatren 105 are worth recording. Five 
cases were in the first attack, and four of 
these had had symtoms for from ten days 
to one year; the other had had constant 
symptoms for twelve years. Three cases 
had had previous attacks, one patient five 
attacks in six years; one had had one other 
attack within one year; the third had had 
three in the past fifteen years—one of these 
had been treated many times very thorough- 
ly with ipecac, emetine, and stovarsol; the 
other two had probably had a little treat- 
ment with ipecac or emetine. Seven showed 
ulcers in the rectum. In all cases typical 
vegetative forms of endamceba dysenteriz 
(histolytica), motile and containing red 
blood cells, were found. 

In most of the cases the routine of treat- 
iment was as follows: Yatren 105 was given 
by mouth, 1 gramme three times a day for 
the first and third weeks ; during the second 
week no medication was given. Only two 
cases were kept in bed and on a liquid or 
soft diet. 

It was noted that during the first week 
of therapy acute symptoms were relieved 
and the ulcers showed rapid healing. 

All gained weight during treatment, some 
with remarkable rapidity. All remarked 
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their great improvement in appetite and 
general feeling of well-being. 

Iodism or other unpleasant symptoms did 
not develop. 

Regarding the permanence of cure ef- 
fected by treatment with yatren 105 little 
can be said at present. It has been one 
month or more since treatment has been 
completed in six cases; five of these have 
been followed; none have shown clinical or 
microscopic evidence of acute or chronic 
amebiasis. 

The prompt relief in all cases, and es- 
pecially in Case 1, indicates that yatren 
promises to be a very valuable aid in the 
treatment of amebiasis. 





The Antirachitic Vitamin. 

In an editorial on this subject the British 
Medical Journal of October 2, 1926, states 
that deficient diet and lack of sunlight have 
both been proved to be causes of rickets. 
Both the administration of cod-liver oil, 
which is the richest known natural source 
of vitamin D, and also exposure to sunlight 
or ultra-violet light, have been proved to be 
certain cures or preventives of the disease. 
It is, however, of much consequence to 
know the relative importance of dietary 
deficiency and lack of sunlight in the pro- 
duction of rickets in children. Luce inves- 
tigated the content of vitamins A and D in 
cow’s milk, and concluded that the vitamin 
A content was due entirely to the nature of 
the cow’s food. She found that the vitamin 
A content of milk was rich when the cow 
was fed on fresh green food, but was poor 
when the cow was on winter feed of cereals 
and roots, and that the vitamin A content 
was the same when the cow was exposed to 
sunlight as it was in a cow kept in a dark 
stall provided that the feeding was the same. 
Luce also concluded that the vitamin D con- 
tent was chiefly dependent on the diet. 

Since these experiments were done it has 
been shown that the technique employed 
was not entirely satisfactory, because a lack 
of vitamin D can cause arrest of growth in 
young rats as well as occurrence of rickets, 
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and hence to determine the vitamin A con- 
tent accurately it is necessary to supply the 
test animal with vitamin D. This can easily 
be done by giving a vegetable oil that has 
been irradiated with ultra-violet light. This 
supplies vitamin D but no vitamin A. Chick 
and Roscoe have repeated Luce’s experi- 
ments with various refinements of technique, 
and their results confirm the conclusion that 
the vitamin A content of cow’s milk is 
determined entirely by the nature of the 
cow’s food, but prove, on the other hand, 
that the vitamin D content depends chiefly 
or entirely on the degree of exposure of the 
cow to sunlight. A cow kept in a dark stall 
yielded a milk poor in vitamin D, even 
when fed on fresh grass. The cow, there- 
fore, does not manufacture any vitamin A, 
but simply passes into the milk such supplies 
as she has received in the food. On the 
other hand, the vitamin D in the cow’s milk 
is chiefly manufactured in the animal’s body, 
and the quantities of this vitamin taken in 
normal food are not sufficient to produce a 
milk rich in vitamin D. Doubtless if the 
cow had been treated with cod-liver oil, and 
thus given an excess of vitamin D in the 
food, a milk rich in vitamin D could have 
been produced. 

The practical importance of this conclu- 
sion is very great, for, as the authors point 
out, a large proportion of the cows that 
provide the milk for an urban population 
are stall-fed, and their milk must be assumed 
to be deficient in the antirachitic factor 
throughout the year. Moreover, these con- 
clusions can be extended to nursing mothers, 
and it seems to follow that the milk taken 
by a breast-fed child will be deficient in the 
antirachitic factor unless the mother either 
gets a reasonable amount of exposure to 
sunlight or is given cod-liver oil. Children 
living in our smoke-covered cities must 
therefore receive very little vitamin D in 
their milk throughout the winter, even when 
they are breast-fed. This deficiency will be 
compensated for if the child itself gets a 
reasonable amount of exposure to sunlight, 
or if the child is given cod-liver oil. 

The evidence as to the relative importance 

















of diet or sunlight in the prevention of rick- 
ets has fluctuated from one side to the other 
during the past eight years; but these ex- 
periments definitely support the view that 
sunlight is the more important factor, since 
they suggest that in a cow in the open air 
on a normal fresh feed the quantity of 
antirachitic factor actually produced by the 
cow is greater than the quantity taken in 
the food. As regards the prevention or cure 
of rickets, the administration of cod-liver 
oil would appear to be the simplest remedy. 
Exposure to ultraviolet radiations is prob- 
ably a still more active remedy, but is expen- 
sive to organize on a large scale. These 
experiments confirm the view that the inci- 
dence of rickets could be greatly reduced 
by the prevention of smoke and the improve- 
ment of housing in our cities, but these are 
remedies that involve a considerable reor- 
ganization of our social system. 





The Place of Induction of Premature 
Labor in the Treatment of Con- 
tracted Pelvis. 


In the British Medical Journal of Sep- 
tember 18, 1926, McILroy, in discussing the 
paper of Banister, says that in antenatal 
work it is essential to ascertain the date of 
the conception so far as possible, since mis- 
takes might be made as to the exact time 
when induction of labor was performed. 
An immature infant might die in labor from 
prolapse of the cord, or it might be brought 


into the world and survive only a short. 


time. For this and other reasons it was 
better to perform Cesarean section at time 
of labor. There was better contraction of 
the uterus, less risk of hemorrhage, and by 
giving labor a trial Cesarean section was 
often found to be unnecessary, even in cases 
in which the head would not enter the brim 
until just before expulsion of the child. In 
one patient sent for advice as to the possi- 
bility of the continuation of pregnancy in a 
case of marked spinal deformity, and where 
Czsarean section seemed the only method 
of delivery possible, the patient had a nor- 
mal pregnancy with the exception of a pen- 
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dulous abdomen. 


Labor, however, unex- 
pectedly occurred before term, and the 
patient was brought into the hospital and 
delivered herself of a small but healthy child 
without even the use of forceps. 

Induction of premature labor should 
never be considered before the thirty-sixth 
week of pregnancy, and in the majority of 
cases the thirty-eighth week gave good re- 
sults where Cesarean section was out of the 
question. The difficulty in most labors in 
minor degrees of generally contracted pelvis 
as seen in London was not only in the size 
of the head but in the failure of flexion. If 
manual rotation of the posterior occiput and 
flexion of the head was performed in labor, 
or, if possible, in late pregnancy by the 
abdominal route, many cases of difficulty 
and delay in labor could be avoided. Cases 
of failure of the head entering the brim 
could be estimated to some extent, but the 
chief difficulty lay in cases of contraction 
of the outlet where complications only arose 
when the presenting part arrived in the 
cavity of the pelvis. Although a general 
estimate of the contraction could be arrived 
at there was no definite method of accurate 
measurement yet invented. The difficulty 
would always be to estimate the size of the 
outlet with that of the presenting part. In 
a case of breech with extended legs it was 
extremely difficult to give any prognosis as 
to the character of the future labor. In the 
majority of cases version failed when an 
attempt was made to bring the head into 
approximation with the pelvis for the pro- 
cess of estimating their relations. 

More attention should be paid to the con- 
duction of labor. The patient should not be 
urged to strain or pull on any fixed object, 
as the work entailed caused fatigue of the 
uterus and loss of contractions. Sedatives 
should be given and labor should be allowed 
to take its course. If mother and child were 
well there was no need to hurry, no matter 
how busy the medical attendant was. The 
administration of morphine was very bene- 
ficial in avoiding fatigue; the use of pitui- 
trin was dangerous. Post-maturity was 
soinetimes a cause of difficulty in labor in a 
slight degree of pelvic contraction, and in- 
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duction of labor in these cases would save 
a considerable number of infant lives. The 
size of the father’s head was a very impor- 
tant point when dealing with a mixed race 
such as the Anglo-Saxon. The relative 
sizes of the parents was also given consid- 
eration in stock-breeding farms. 

In young pregnant girls Cesarean section 
should not be performed for a small pelvis, 
since the pelvis was not fully developed 
until after eighteen years of age. Repeated 
vaginal examinations during pregnancy were 
as a rule unnecessary except for special 
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indications. Obstetrical patients seemed to 
object more than gynecological to examina- 
tion. This in itself might be protective, and 
indicated that as few as possible should be 
made; abdominal palpation and external 
measurements were sufficient in the ma- 
jority of cases. The methods of induction 
varied, the most satisfactory one, apart from 
drugs, being the flexible rubber tube. X-ray 
plates showed that the tube reached the 
fundus, and by coiling up between the ovum 
and the uterine wall proved a very effective 
irritant to the uterus. 





Surgical and Genito 


The Shoeing of Infants. 


Sweet (California and Western Med- 
icine, August, 1926) notes that the normal 
infant’s foot is broad anteriorly, the toes 
being well separated, the space being widest 
between the great toe and its neighbor. The 
great toe, standing separate from the rest, 
forms an adequate support for the mesial 
border of the foot, thereby preventing pro- 
nation. 

Very early in childhood this type of foot 
becomes a rarity, and we have in its stead 
a foot much more nearly approaching the 
deformed adult foot. That is, the toes are 
crowded together and the great toe no longer 
has a straight forward or even a forward- 
mesial direction, but is angulated more or 
less sharply laterally; thus it no longer sup- 
ports the inner border of the foot and 
- pronation results. This deformity is pro- 
duced almost, if not entirely, by short socks 
and short shoes. Ninety per cent of all 
children patients are in socks that are too 
short and 75 per cent in shoes that are too 
short. A walk through a school yard re- 
veals that nearly all the children are in 
shoes that are too short or too narrow, or 
both. 

A short sock and a short shoe compel any- 
one to stand and walk with the feet everted 
and pronated in order to realease the toes 


-Urinary Therapeutics 


from being caught between the weight thrust 
of the body and the confining covering, Be- 
cause this is so, “short socks and shoes’’ is. 
a frequent diagnosis as the small patient 
walks into the office. 

Correction of the short sock and short 
shoe and correction of weight-bearing line 
by elevation of the inner border of the heel 
are ‘helpful, but not entirely satisfactory. 
Therefore Sweet advises a flexible sole, or 
moccasin type of shoe, for all infants to be 
continued up to at least three or four years 
of age. 

This advice was received with much op- 
position by mothers because the custom has. 
been to put the child upon a stiff sole as 
soon as he begins walking, in order to sup- 
port his feet. Here again custom has some 
warrant in fact. So long as stability while 
standing or walking in the infantile manner 
is the only consideration, the wide firm sole: 
is of value. But the instant the child begins 
to develop the function of walking, the hard 
sole definitely prevents the development of 
this function. Here as elsewhere interfer- 
ence with function produces in time abnor- 
mality. The child, as yet unstable and with 
untrained muscles, cannot raise himself over 
the end of the hard sole, so must of necessity 
take off from the inner border with the feet 
everted. On the other hand, in the flexible 


















soled shoe the foot develops its grasping 
power, the take-off is over the ends of the 
toes (as the worn soles of this type of shoe 
will prove), and since the inner border of 
the foot is longer than the outer, the natural 
toe-in position is assumed. 

Neither in standing nor walking can the 
body posture be correct when there is an 
abnormal relationship between the body and 
its supporting structures, the feet. Pro- 
nated and everted feet mean over straight- 
ened lower legs, inward rotation of the 
femurs on the pelvis, lordosis with over- 
prominent hips and abdomen; 
curvature of the dorsal spine with its at- 
tendant forward thrust of the head—the 
very postural faults that are so lamentably 
common. 


anterior 


Cancer and Diverticulitis of the 
Large Intestine. 


Mitter (Boston Medical and Surgical 
Journal, Aug. 5, 1926) notes that carcinoma 
of the colon is met with occasionally by 
every busy practitioner and must always 
be borne in mind. Ewing finds that cancers 
of the colon and rectum occur with almost 
equal frequency. As to the symptoms 
cramps and pains suggesting acute or sub- 
acute appendicitis, or possible anemia, are 
characteristic of cancer of the right side of 
the colon. Cramps or colic, sometimes vom- 
iting and varying degrees of constipation 
usually are caused by cancer of the trans- 
verse colon, whilst abdominal cramps, con- 
stipation, anemia and obstruction are com- 
monly noted in cancer of the descending 
colon and sigmoid. Such symptoms, and 
especially if they occur in a person past 
middle age, should lead to an examination 
of the stools for blood, and still more im- 
portant, an s-ray examination after the 
opaque enema. In the diagnosis of cancer 
of the colon the enema is much better than 
the barium meal. 

The operative treatment in these conditions 
is the only method offering any chance of 
cure. The operability—that is, the chance 


of favorable results—in the cases analyzed 


PROGRESS IN THERAPEUTICS 


by Homans is poor when the cecum or the 
transverse colon is involved; good when the 
ascending or descending colon is involved; 
fair when the lesion is in the sigmoid colon 
or at the rectosigmoid junction. 

Diverticulitis is by no means uncommon, 

and in the event of acute inflammation and 
rupture the symptoms and signs are prac- 
tically the same as those of the varying 
stages of acute appendicitis, save that they 
are on the left rather than on the right side. 
Even with the abdomen open it is often 
difficult to make a diagnosis of diverticulitis 
from cancer. The author presents five cases 
showing difficult and unexpected problems 
in surgery of the large intestine. 
' One must say, in considering these, that 
the most obvious and probable diagnosis is 
often the wrong one, and that in opening 
the abdomen for a supposedly simple lesion 
one must be ready at any time to meet and 
to handle something much more serious. 
He concludes that in the presence of indefi- 
nite gastrointestinal symptoms in people of 
cancer age, the +-ray and the examination of 
the stools for occult blood are very impor- 
tant. Exploratory operation is preferable 
to procrastination. Cancer of the large in- 
testine is, on +the whole, favorable for 
operation. 

In any case which seems like appendicitis, 
but in which the symptoms and signs are in 
the left side, diverticulitis should be sus- 
pected. For this conservatism is preferable 
to radical surgery. 





Rheumatoid Arthritis. 


In a discussion on this subject at the 
meeting of the Edinburgh Medico-Chirurgi- 
cal Society (Lancet, July 24, 1926) Srocx- 
MAN voiced the feeling of the profession 
when he said there was little doubt but that 
under this term were included the results of 
the activities of a number of different but 
closely allied microbes, this affliction with 
its multitude of names being an expression 
of persistent infection of low virulence. 
The stiffness and pain, aside from interfer- 
ence with joint function, may be attribu- 
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table to a perineuritis. In a comparatively 
small number of cases can the septic focus 
be really traced. 

Stockman stated the treatment resolved 
itself into combating the infection and 
correcting contractures. No known drug 
was specific, and until recently treatment 
had been carried out on general toxic lines 
with liniments, baths, and massage, which 
lessened the stiffness and pain, but did not 
check the disease. Vaccines had been ex- 
tensively used, but were not of proved spe- 
cific value. The one treatment of real value 
was that known as protein shock or non- 
specific protein therapy, the benefit of which 
appeared to depend on the sharp feverish 
reaction following injection; which seemed 
to raise the defensive powers of the body. 
Personally he used the typhoid bacillus as 
being the most satisfactory ; beginning with 
a dose of 100 millions intravenously, the 
treatment was repeated every six days until 
six injections had been given, the dose being 
gradually raised to 200 or 250 millions. 
The reaction began within an hour with a 
rigor and a rise of temperature to 103°- 
105° F., followed by uncomfortable heat, 
then profuse perspiration and a-return to 
normal, the whole reaction lasting from six 
to twelve hours. There was also a marked 
focal reaction with pain in the affected joints 
and fibrositic areas. Occasionally there 
was herpes at the mouth and slight albumi- 
nuria. The whole proceeding, while dis- 
agreeable at the time, was perfectly safe and 
was followed by a feeling of increased well- 
being. 

Pringle advised that patients exhibiting 
some forms of rheumatoid arthritis should 
be fed on red meats, green vegetables, and 
fresh fruit, and, advocated heat applied 
locally, intestinal lavage if there were sepsis, 
massage, splinting, at times joint aspiration 
of joint effusions, repeated in accordance 
with the amount of tension, diaphoresis, and 
the avoidance of contractures in a position 
interfering with function. 

Ritchie, discussing the matter, said that 
peptone shock was disappointing in its 
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effects. Bowie recommended prolonged 
treatment by iodine, his experience having 
demonstrated to him that colonic lavage and 
thyroid were of little use. 





The Relations of Endemic Goitre to 
Certain Foci of Infection. 


Under this title Oresen and Taytor 
(Chicago Medical Record, July, 1926) con- 
ducted a study which in its results would 
seem to demonstrate there is no causal rela- 
tion between affected teeth and tonsils and 
the enlargement of the thyroid. 

Examinations were made of the teeth and 
tonsils of 1341 white boys and 1576 white 
girls in eight schools in Cincinnati for the 
purpose of determining whether there was 
a relationship between potential foci of 
infection and thyroid enlargement. 

Records were kept of slight and marked 
thyroid enlargements as well as of slight 
and marked decay of teeth. In addition, 
there were recorded the number of appar- 
ently normal tonsils, the absence of tonsils 
through operation, hypertrophy, and cryptic 
degeneration. 

Slight thyroid enlargement prevailed to 
the extent of 37.2 per cent among the boys 
and 50.4 per cent among the girls. Both 
moderate and marked enlargements were 
approximately seven times more prevalent 
among the girls than among the boys. 

In the group studied, slight and marked 
dental decay is no more characteristically 
associated with thyroid enlargement than 
with normal thyroid status. Furthermore, 
the degree of thyroid enlargement appears 
not to be dependent upon the amount of 
dental decay. 

Normal tonsils were found more fre- 
quently among both boys and girls with 
thyroid enlargement than among those with 
normal thyroids. 

Approximately one-third of the children 
examined had had their tonsils removed by 
operation. A slightly greater percentage 
of thyroid-normal children had had their 
tonsils removed than those in whom the 























thyroid was enlarged at the time of the 
examination. While differences may be 
noted in the several age groups as regards 
absence of tonsils, removal often being 
associated with a higher percentage of 
thyroid-normal individuals, the evidence is 
suggestive rather than striking. 

Enlargement of the tonsils was found 
more frequently among boys and girls with- 
out thyroid enlargement. While some of 
the evidence concerning hypertrophy of the 
tonsils in the several age groups is sugges- 
tive, the data are too uneven in trend to be 
convincing. 

There was no consistent evidence of cor- 
relation between cryptic tonsils and thyroid 
status. 

Marked thyroid enlargements among the 
girls are not associated with enlarged or 
cryptic tonsils as often as are slight thyroid 
enlargements. The size of the thyroid en- 
largement is probably independent of ton- 
sillar or dental conditions. 

Based upon the material gathered during 
the present investigation, it is believed that 
there is no definite relation between thyroid 
status and potential foci of infection pre- 
sumably located in decayed teeth and en- 
larged or cryptic tonsils. 





Multiple Polypi of the Colon. 


WHEELER (British Journal of Surgery, 
July, 1926) believes that polyposis of the 
intestinal tract is more common than is 
generally believed. Nor does he find the 
diagnosis of the condition easy, excepting 
where there are manifestations of this con- 
dition in the rectum. His first case pre- 
sented symptoms of ulcerative colitis. Op- 
eration was done, short-circuiting the ileum 
and pelvic colon and removing the appen- 
dix. Six months later the abdomen was 
again opened and the colon was removed 
from the ileocecal junction to the line of 
anastomosis. On opening the removed gut 
myriads of polypi were found studded over 
the mucous membrane without interval 
from a line just above the cecum to the 
lower portion of the pelvic colon. The pa- 
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tient perished on the third day. The polypi 
were of the adenomatous type. 

The second case reported as infantil- 
ism ascribed to polyposis was that of a 
girl sixteen years old, stunted and dwarf- 
like. Since early childhood she had suf- 
fered from diarrhea and the passage of 
blood in the stools. Rectal examination 
showed polypi. In the course of two oper- 
ations these were found to extend upward 
through the descending and _ transverse 
colon and probably into the cecal segment. 
The sigmoid was brought out through an 
abdominal opening, its two limbs were su- 
tured in parallel fashion and fixed to the 
abdominal wall. The extruded portion 
measuring 812 inches was removed in a 
few days with the cautery. Numbers of 
polypi were extruded through this artificial 
anus and removed by cautery. Radium 
emanations were inserted in the end of a 
rubber tube and passed to as high a level 
as possible. All traces of blood finally dis- 
appeared, and the colostomy was closed by 
crushing the spur and the introduction of a 
few sutures. 

A year later the patient was reported as 
well and developing normally. Soper states 
that the rectum and sigmoid are involved 
in 95 per cent of all cases of polyposis of 
the colon and believes that sigmoidoscopic 
examination is the only means by which an 
accurate diagnosis can be made. The out- 
standing symptoms are diarrhea and passage 
of blood. 

Wheeler concludes there is a close asso- 
ciation between ulcerative colitis and poly- 
posis. Ulcerative colitis occurs in children 
as well as in adults. 

The majority of cases sooner or later 
become malignant. 

A condition of infantilism may result 
from polyposis of the colon in early life. 

Polyposis of the colon cannot be diag- 
nosed unless the polypi are seen or felt. 
Satisfactory x-ray and proctoscopic exami- 
nations are possible only in a proportion of 
cases. 

When multiple polypi of a very diffuse 
nature are present in the colon there is a 
characteristic infiltration and want of flexi- 
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bility in the walls which is unlike any other 
pathological condition. When handling the 
colon the increase in weight is very striking. 

The prognosis is bad unless colectomy is 
performed. Ileostomy, cecostomy, or ap- 
pendicostomy, followed by irrigation, has 
been successful in a few cases. 





The Treatment of Varicose Veins by 
Injection, 


DoutHwaltTe (British Medical Journal, 
Sept. 25, 1926) on the basis of two years’ 
experience advocates, and with enthusiasm, 
the production of thrombosis by an injec- 
tion of quinine hydrochloride 4 grammes, 
urethane 2 grammes, in distilled water 30 
cc. A pneumatic tourniquet is applied with 
moderate pressure above the line of vein 
to be dealt with, and % cc. of the solution 
injected into the lumen through a fine hypo- 
dermic needle. Perivenous administration 
is usually unnecessary; it is not, however, 
contraindicated, as the resultant inflamma- 
tion is not severe, provided only a few 
minims are introduced outside the vein. The 
puncture is sealed with collodion, which 
may be removed the same night, and the 
injection repeated about two inches further 
up the vein. It is wise not to introduce 
more than 2 cc. at one sitting. 

The amount of pain accompanying the 
artificial thrombosis varies greatly in differ- 
ent patients, but is never sufficient to render 
walking impossible, and in the vast ma- 
jority of cases little or no’ discomfort is 
experienced. 

With very large varices the same areas 
may have to be injected two or three times. 
As a rule, however, one injection is suf- 
ficient for each two or three inches of vein 
treated. 

Of the 88 cases dealt with all have been 
completely successful, and no recurrences 
have as yet been observed. Initial swelling 
of the vein was not uncommon, but this 
soon subsided, and after a few weeks it 
may be felt as a nodular cord, causing no 
bulging on the surface of the leg unless it 
be situated over the subcutaneous surface 


of the tibia. 





The relief of the lancinating pains or 
bursting sensations associated with the 
presence of varicose veins is very striking, 
and patches of eczema often heal com- 
pletely. : 

The cases treated were not selected. 
Many of them occurred in fat, middle-aged 
women, the veins extending up both legs 
into the thighs; yet they responded to treat- 
ment as readily as young adults. When 
commencing this treatment it is natural to 
be anxious lest embolism occur. The throm- 
bus appears, however, to be very firm and 
adherent, and has never given rise to em- 
bolic disturbances. 

Modern fashion decrees that the feminine 
leg shall be covered by thin silk only. The 
unsightly bulging of varices in this locality 
occasions the patient much distress. The 
advantages of this treatment over operation 
are obvious. Neither work nor pleasure 
is interfered with; neither preparation nor 
anesthetic is required. If the treatment is 
carried out carefully and with reasonable 
dexterity no harmful effects will follow. 





Treatment of Recurrent Laryngeal 
Nerve Paralysis by Nerve 
Anastomosis. 


Frazier and Mosser (Surgery, Gyne- 
cology and Obstetrics, August, 1926) note 
that paralysis of the recurrent laryngeal 
nerve implies paralysis of the intrinsic mus- 
cles of the larynx, the dilators, constrictors, 
and tensors. The cord hangs in a flaccid 
state and narrows the lumen of the larynx 
by approaching and finally reaching the 
midline. It is in this stage that dyspnea 
becomes acute. Gradually the cord loses 
its tonus and the glottic chink is again wid- 
ened. This cadaveric position of the cords 
is known as “total” or “complete” paralysis. 
It is in this stage that the voice becomes 
husky or aphonic. Frequently before this 
cadaveric stage occurs, and occasionally 
afterward, there may be no disturbance of 
phonation, especially when the paralysis is 
due to pressure, as from an annular thy- 
roid, 

Until comparatively recently, treatment 
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of recurrent laryngeal paralysis was either 
symptomatic or, at best, palliative. Trache- 
otomy, either as an heroic effort to prevent 
suffocation or to relieve or prevent embar- 
rassing dyspnea, is a well justified pro- 
cedure. Dilatation of the glottis with bou- 
gies, while admittedly of benefit, is transient 
in its effect and requires frequent repetition. 
Ventriculocordectomy, which implies the 
removal of all of one vocal cord and the ad- 
jacent ventricular floor interior to the vocal 
process, has been, in the hands of an effi- 
cient laryngologist, the operation of choice. 
This ingenious operation relieves the in- 
spiratory dyspnea by permitting an adequate 
exchange of air, but it does not prevent “air 
waste’”—nor does it preserve or restore the 
power of phonation, the patient for many 
months being unable to talk above a whisper, 
although eventually a fairly loud, rough 
phonation may in favorable cases be ob- 
tained. 

Anastomosis of the proximal portion of 
one nerve to the peripheral portion of an- 
other is, of course, an accepted procedure; 
its application to the problem of traumatic 
laryngeal palsy is one of inference. To Dr. 
Jackson belongs the credit of first suggest- 
ing the feasibility of such an anastomosis; 
to Dr. Frazier the credit for perfecting the 
technical procedure. 

There are certain conditions which if 
present will prevent success ; they are: 

Complete atrophy and fibrosis. While 
dependent to some extent on the duration 
of the paralysis, this condition may occur 
at any time, and should be carefully looked 
for. 

Immobilization of the cricoarytenoid 
joint, which should be tested by attempting 
passive motions with laryngeal forces. 

Tracheal stenosis, which may be due to 
an ill-advised high tracheotomy or to en- 
croachment on the trachea by a substernal 
goitre. 

Absence of a segment of the nerve, as a 
result of complete avulsion at the original 
operation. Theoretically the best results 
should be obtained when the paralysis has 
been of comparatively short duration, be- 
fore the cricoarytenoid articulation has be- 
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come immobilized, before the stage of com- 
plete paralysis has been reached, and be- 
fore the increasing dyspnea has necessitated 
a tracheotomy. 

Of the ten technically successful opera- 
tions, five are at present judged improved, 
one as recovered, and four as failures. 





Insulin-glucose Treatment of Shock. 


FIsHER (Surgery, Gynecology and Ob- 
stetrics, August, 1926) reports that studies 
of the changes of the chemical constituents 
of the blood following a marathon run show 
that a correlation existed between the blood- 
sugar level and the physical condition of the 
runner at the finish. Those who had a 
normal sugar content showed no signs or 
symptoms of shock. Four runners who 
were markedly prostrated, and, in fact, one 
who was unconscious, had a very low blood 
suyar, and presented the typical picture’ of 
an overdose of insulin. 

The usual methods of treatment hereto- 
fore have been directed toward maintenance 
of the fluid volume, elevation of blood- 
pressure, and retention of body heat. The 
fundamental cell pathology, the internal as- 
phyxia and acidosis, and the initiating fac- 
tors of the shock have to a great degree 
been disregarded. The fluids used have 
been normal saline, glucose, soda, etc., with 
or without adrenalin or pituitrin. 

Adrenalin when introduced into the cir- 
culation in therapeutic doses causes a rise 
of blood-pressure and cardiac stimulation. 
While this action would indicate its use in 
surgical conditions associated with low 
blood-pressure, experience has shown that 
even under these conditions its value is 
limited. When it is given intravenously, its 
action is very brief, the total rise in blood- 
pressure lasting only a few minutes. 

In traumatic shock, while a rise of blood- 
pressure may be secured, it leads to no per- 
manent benefit. Cannon states that the rise 
in blood-pressure results from increased 
resistance in the tips of the arterial tree, 
with accumulation of blood in the arteries. 
Damming the blood back in the arterial por- 
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tion of the circulation obviously does not 
increase the volume flow through the capil- 
laries where it is most needed. 

In shock, as in nearly all abnormal condi- 
tions, we have a state of perverted body 


metabolism. In addition to this, the entire 
body is in a state of exhaustion, and to over- 
come this exhaustion a source of energy is 
needed which will readily revive the dying 
cells. Glucose administered alone cannot 
always do this satisfactorily or quickly 
enough. We know definitely, as a result of 
the splendid experiments carried out by 
Ringer, that insulin oxidizes glucose ; hence 
the introduction of the insulin causes a rapid 
oxidaton of the glucose and supplies the 
energy needed. 

Since time is always an important factor 
in the treatment of shock, the tremendous 
advantage of the insulin and glucose over 
glucose alone can readily be seen. 

A sterile solution of glucose is used, 
preferably of 10- to 15-per-cent strength. 
Five hundred to two thousand cubic centi- 
meters may be given, depending upon the 
severity of the condition. The usual cau- 
tions for any intravenous medication are 
taken. The solution is allowed to flow 
slowly into the veins so that the entire time 
of administration should be at least one 
hour, and preferably two to four hours. 
This precaution is extremely important 
when any large amount of fluid is intro- 
duced into the vein, for dilatation of the 
right heart is a real danger, and many 
serious results have ensued because of the 
too rapid rate of intravenous administra- 
tion. The amount of insulin used depends 
upon the amount of glucose injected. For 
every 3 grammes of glucose, 1 unit of U 20 
insulin may be used. The total amount of 
insulin to be given should be divided into 
two equal doses, and one part given about 
fifteen minutes after the administration of 
the glucose has started, and the remainder 
given at the end of the administration. As 
long as glucose appears in the urine there 
is no danger of an insulin reaction, for this 
acts as a safety guide, and shows that there 
is more glucose in the blood stream than can 
be taken care of by the introduced insulin. 








It is well for the nurse always to have a 
hypodermic syringe of adrenalin when this 
treatment is given; for then any reaction 
can be easily and quickly counteracted. It 
is well to give fluids by rectum at the same 
time in order to overcome the tendency of 
glucose to deplete the body of its fluids, 
since glucose acts as a diuretic. 

In shock we have an initiating factor and 
a sustaining factor. The initiating factor 
may be sepsis, trauma, anaphylaxis; the 
sustaining factor is a low blood-pressure, 
maintained by an actual decrease in the cir- 
culating fluid volume. In the first place, 
the introduction of the glucose into the 
blood stream raises the circulating fluid 
volume, thereby helping to remove the sus- 
taining factor. The introduction of the in- 
sulin causes the rapid oxidation of the glu- 
cose; in the process of this oxidation, heat 
energy is given off to the cells which aids 
them in this time of need to regain their 
equilibrium and discharge their normal 
metabolic functions. The body cells when 
in a normal state possess remarkable power 
to adjust themselves to changing conditions, 
and in conjunction with the buffer salts of 
the blood stream can usually emerge from 
a state of internal asphyxia and acidosis. 
The heat energy supplied to the cells by 
the rapid oxidation of the glucose, at a 
time when normal oxidative processes are 
checked or held in abeyance, is a tremen- 
dous vital factor in initiating the process 
of recovery of the cells. 

We know from the work of Talhimer 
that insulin with glucose has a specific ef- 
fect upon the pernicious vomiting of preg- 
nancy and in eclampsia. 

From the work of Zunz, La Barre, and 
the Leland Stanford investigators, it seems 
that the first defensive reaction of the or- 
ganism .in shock is the mobilization of all 
the available glycogen in the blood stream 
to be distributed to the body cells to fur- 
nish them energy. This supply is soon ex- 
hausted, however, as these men have shown; 
hence the replenishing of the glycogen as 
by insulin and glucose therapy is of ex- 
treme importance in the rational treatment 
of shock. ; 
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Diathermy in Gonorrheal Epididymitis. 


Grant and Cutter (American Journal 
of Surgery, August, 1926) hold that. epi- 
didymitis occurring in from twenty to thirty 
per cent of all cases of male gonorrhea is 
the greatest single cause of morbidity and 
loss of time, while it often produces the 
most disastrous effect on fertility. 

The expectant treatment—1.e., absolute 
rest, elevation and strapping of the scrotum, 
local applications, etc—is still widely fol- 
lowed. This is quite unsatisfactory, as the 
patient is forced to lose several weeks’ time 
and to suffer great pain. Moreover, an 
operation for drainage may be necessary 
later. 

In sedative diathermy they recognize a 
valuable agent, especially when employed 
early and with careful technique. 

Sedative diathermy, by raising the tem- 
perature of the deeper structures, aids the 
tissues in overcoming infection. In the case 
of gonorrheal epididymitis, it is thought the 
heat generated within the epididymis is suf- 
ficient to kill the gonococcus, since this or- 
ganism cannot withstand a temperature of 
42.5° C. 

The parts are prepared by cleansing with 
soap and water. The patient is seated on a 
wood chair upon which is interposed 4 
block-tin electrode six inches square covered 
with soap lather. This electrode is in firm 
contact with the skin of the buttocks. An 
earthenware bowl about eight inches in 
diameter and six inches deep, partly filled 
with normal saline solution and containing 
a three-inch square block-tin electrode 
which is fastened with adhesive plaster, is 
placed between the thighs, and the affected 
testicle and epididymis are suspended there- 
in. The scrotum is not permitted to come 
into contact with this active electrode, 
though no danger appears to arise from 
contact of the skin of the perineum and 
scrotum with the rim of the bowl. The 
current is turned on very gradually, and 
every few minutes it is increased by 50 to 
100 milliamperes till the patient experiences 
a comfortable warmth. We must be guided 
by the patient’s sensations, and sufficient 
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milliamperage should be used, without pro- 
ducing discomfort. The duration of treat- 
ment varies with the tolerance of the indi- 
vidual, from thirty to sixty minutes. It 
may be repeated in twenty-four hours. 

Reporting on 11 patients, the authors 
state that they all showed an aggravated 
form of the infection due to lowered re- 
sistance, bad hygiene, and neglect and abuse 
of treatment. A total of fifteen treatments 
were required, two patients receiving two 
treatments each, and one patient three 
treatments. All showed immediate improve- 
ment following the first treatment except 
two who developed a slight rise of temper- 
ature, though both experienced relief from 
pain. The average time in the hospital 
for this series was six days. 

In a second series of ten cases of acute 
gonorrheal epididymitis (one bilateral), the 
patients were treated either conservatively 
(absolute rest, elevation and local applica- 
tions of boric acid wet dressings), or by 
conservative measures plus epididymotomy, 
no diathermy being used. The average time 
of these patients in hospital was nine days, 
and nearly all required opiates for relief of 
pain. Recovery was satisfactory in all. 





Acute Dilatation of the Stomach. 


SNELL and Savin (Lancet, Aug. 7, 1926) 
report the case of a man twenty-three years 
old who entered the hospital with black 
vomit running down a three days’ growth 
of beard and emitting a series of splashing 
noises so loud that it was difficult to get his 
history. He had suffered from pains in 
his stomach for a year and had vomited oc- 
casionally for some months. The vomiting 
was copious at the time he came into the 
hospital. The splashing sounds were syn- 
chronous with the heart-beat; the stomach, 
which was enormously distended, reached 
well below the umbilicus and far into both 
flanks. The succussion splashes were being 
caused by a forcibly pulsating aorta, every 
beat of which drove the stomach against the 
anterior abdominal wall. This impact was 
visible. Rolling the patient on his side or 
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prone immediately stopped the splashes, but 
they returned when he was turned on his 
back. His heart was normal in size, posi- 
tion, and rhythm. Tetany was well marked. 
The man was put on his face with a pillow 
under his loins and chest, the foot of the 
bed being raised on blocks, this after the 
use of a stomach tube. 

The authors state that postural treat- 
ment instead of operative has reduced the 
mortality of this disease from 72 to 7 per 
cent. The secondary lines of treatment 
adopted were salines, stomach lavage, and 
two doses of 1 cc. of pituitrin. The pa- 
tient made an uneventful recovery. 





The Operative Treatment of Ununited 
Fracture of the Hip. 


WHITMAN (Surgery, Gynecology and 
Obstetrics, August, 1926) refers to a paper 
published in Surgery, Gynecology and Ob- 
stetrics in 1921 in which he described an 
operation on the neck of the femur designed 
for the class of cases in which, because of 
absorption of the femoral neck, efforts of 
securing union would be of little avail. 

The operation, first performed in 1916, 
consisted in removal of the head of the 
femur. The trochanter was then cut 
through at its base and with its attached 
muscles was turned upward. The new 
bearing surface or improvised neck thus ob- 
tained was placed in the acetabulum at an 
angle of abduction of about 25 degrees, and 
the trochanter with its attached muscles was 
then drawn downward and implanted on the 
outer surface of the femur, from which the 
cortex had been removed, at a sufficient ten- 
sion to support the femur in the new articu- 
lation. Thus the distance between the origin 
and insertion of the abductor muscles hav- 
ing been restored, the voluntary control of 
this most important range of motion was 
assured. For these reasons it was called 
the reconstruction operation. 

A brief comparison is made between this 
method, which Whitman considers simple, 
easy of accomplishment, and sure of re- 
sults, and that devised by Albee, termed a 
“bone-muscle lever operation.” 
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Combined Anesthesia in Abdominal 
Surgery. 

In a discussion on Anesthesia at the meet- 
ing of the British Medical Association, 
FrnsterER (Lancet, Aug. 7, 1926) pointed 
out the disadvantages of ether and chloro- 
form from the fact that they caused fall in 
blood-pressure and led to cellular degenera- 
tion of parenchymatous organs. Regional 
methods are strongly advocated by him. 
In abdominal operations he advises infil- 
tration of the semilunar ganglion before the 
surgical procedure, approaching from be- 
hind. Finsterer reports that he has used 
both this method of rendering the perito- 
neum non-sensitive, and that of the anterior 
approach after the abdomen has_ been 
opened, in over 800 cases. He notes that 
five hours were spent on one gastrectomy 
without any pronounced systemic effect 
upon the patient, who conversed cheerfully 
as he was being conveyed from the oper- 
ating room. 

There seems to be a feeling among many 
surgeons that regional anesthesia should 


~ often be combined with a general anesthetic, 


and particularly, as representing the safest 
in skilled hands, with nitrous oxide. 





Elongation of the Pelvic Colon. 


SLESINGER (Lancet, Aug. 7, 1926) reports 
four cases, two of them children and two 
adults. The symptoms in general are con- 
stipation and in children urticaria and 
pyrexia. 

The author holds that elongation of the 
pelvic colon would appear to be the de- 
termining factor of a group of somewhat 
severe symptoms in certain cases. In the 
two children the picture in each case is 
sufficiently similar to suggest a definite syn- 
drome, the association of constipation oc- 
curring in attacks, and accompanied by py- 
rexia, with urticaria and other anaphylactic 
phenomena, being very striking. X-ray 
evidence of elongation of the pelvic colon 
in such cases should bring the question of 
operation under consideration, since in both 
these cases prolonged medical treatment in 
expert hands had completely failed. 

















Resection of the redundant pelvic colon 
does not appear to be associated with any 
considerable risk, provided a large tube is 
passed through the anastomosis and left in 
place for five days. 

The results of this operation in the four 
cases in which it has so far been performed 
have been satisfactory. 





Exstrophy of the Bladder. 


Mayo and HENpricxs (Surgery, Gyne- 
cology and Obstetrics, August, 1926) report 
that exstrophy of the bladder has been ob- 
served in ninety-five instances in the Mayo 
Clinic since 1901. 

Statistics show that 50 per cent of all 
persons afflicted with exstrophy are dead 
by their tenth year, and that 66.67 per cent 
are dead by their twentieth year. 

The most satisfactory operation for ex- 
strophy of the bladder, if the ureters are 
normal, is to unite the right ureter with the 
rectosigmoid and the left ureter with the 
upper sigmoid. 

The technique generally followed in the 
clinic to-day is as follows: A lateral incision, 
10 centimeters long, is made and the ureter 
is located in the pelvis behind the peri- 
toneum. The definition and location of the 
ureter are aided by stroking the peritoneum, 
as a definite peristaltic wave then becomes 
visible over the ureter. The peritoneum is 
incised over the ureter and the latter is 
freed and lifted from its bed for a distance 
of from 5 to 7.5 centimeters. About 2.5 
centimeters from the wall of the bladder 
the ureter is divided between clamps, its 
lower end is ligated, and the peritoneum 
closed behind the proximal end of the freed 
ureter. The anastomosis of the right side 
is made first because of the mobility of the 
rectosigmoid and the convenience of bring- 
ing it to the right lower abdomen without 
first having transplanted the left side, which 
would cause tension and limitation of the 
segment of bowel to be used. At a point 
opposite the isolated ureter, an incision 3 
or 5 centimeters long is made through the 
serosa, fascia, and muscle of the bowel, in 
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the line of its longitudinal muscles, curving 
outward at its upper end. The incision is 
carried to the mucous membrane with slight 
lateral separation of the tissues above the 
mucous membrane to form a trough in 
which the ureter is to rest longitudinally. 
At the lower or distal end of the incision a 
puncture is made in the mucous membrane, 
large enough to allow the passage of the 
ureter. The lower end of the freed ureter 
is split for 0.6 centimeter. A curved nee- 
dle carrying No. 0 catgut is then passed 
through the open end and tied to the tip 
of the ureter. The short end of the cat- 
gut is guided into the open end of the 
ureter for a distance of about 5 to 6.25 
centimeters to insure the ureter remaining 
patulous during the early days of edema 
following its transplantation. The curved 
needle is passed through the opening in the 
mucous membrane to emerge 1.25 centi- 
meters below the distal part of the incision 
in the bowel in the line of the longitudinal 
bands, drawing the thread with the ureter 
into the lumen of the bowel. The thread 
is then fixed and tied in the fold of the in- 
testinal serosa at the point of emergence. 
Interrupted sutures approximate the divided 
peritoneum and muscles of the intestine over 
the ureter, every other stitch catching a bit 
of the outer wall of the ureter to fix its 
position in the bed made for it. A continu- 
ous row of sutures makes additional pro- 
tection over the line of the interrupted su- 
tures. Two or three additional sutures fix 
the bowel to the parietal peritoneum to cover 
and avoid kinking of the ureter and to pre- 
vent any traction on it. By this method 
the ureter is incorporated in the bowel wall 
for a distance of about 2.5 to 3.75 centi- 
meters. Any internal pressure closes the 
ureter, but does not prevent normal inter- 
mittent emptying of the ureter by peri- 
stalsis. The second operation, transplanta- 
tion of the left ureter, is carried out in from 
ten to fourteen days, which permits suffi- 
cient time for the right transplanted ureter 
to function fully and allows for an interval 
during which mild symptoms of pyoneph- 
ritis usually occur. 
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The most favorable age for the opera- 
tion for exstrophy of the bladder is between 
the fourth and tenth years. 

Sixty-six patients with exstrophy of the 
bladder, observed in the Mayo Clinic from 
1901 to April 1, 1926, inclusive, were oper- 
ated on. Forty-eight of these are living 
and eighteen are dead. 

Twenty-nine patients have reported rela- 
tive to their condition. Twenty-five are 
satisfied with the results. Two have poor 
control of urine by rectum. 

Six of the twenty-nine patients are living 
from one to three years after operation; 
ten are living from three to six years; in 
other words, sixteen are living from one to 
six years, ten are living from six to twelve 
years, and three are living from twelve to 
fifteen years. Seven of the nineteen pa- 
tients not heard from were operated on 
since August, 1925. Eleven patients (16.6 
per cent) died in the hospital. Their ages 
varied from three to forty years. 

Seven patients whose ages varied from 
two to twenty-five years died after leaving 
the clinic. They lived from two months to 
twelve years after operation. 





. Renal Sympathectomy. 


Hess (Journal of Urology, September, 
1926) reports two cases in which this oper- 
ation has been performed. The major symp- 
tom of which complaint was made by the 
first case, a woman forty-three years old, 
was pain over the right kidney with nausea ; 
there was also fever. . Because of the per- 
sistence of the pain operation was per- 
formed evacuating a pelvic abscess, and ex- 
posing the, right kidney which appeared 
normal. The pedicle of the kidney was ex- 
posed and stripped of its fat, the sympa- 
thetic nerves were dissected from the pedicle 
and cut and the ureter was lossened as far 
up in the pelvis as could be done. The kid- 
ney was replaced without suspension and 
the wound closed without drainage. The 
patient had a somewhat stormy recovery, 
but the pain of renal type was relieved. 

The second case, a man thirty-four years 
old, complained of symptoms suggesting 
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Appendectomy had 
been performed for the relief of this pain 


right renal calculus. 


without avail. There was a history of 
recurrent renal colic and there was some 
oxaluria. The case was diagnosed one of 
renalgia, right kinked ureter, nephrosis and 
moderate nephroptosis. The kidney was 
delivered, its pedicle was dissected free and 
the sympathetic nerve supply around the 
pedicle was separated and severed on a 
grooved director. The result of the opera- 
tion was relief of the pain. 





Cryoscopy of Urine in the Determina- 
tion of the Differential Kidney 
Function. 


Jones (Journal of Urology, September, 
1926) alludes to Koranyi’s work which was 
concerned with the study of a comparison 
of the freezing point of blood and urine in 
the same individual. From this study he 
evolved a sliding scale of the correlation of 
the freezing points of these two fluids per- 
mitting one to draw certain conclusions as 
to the efficiency or deficiency of the com- 
bined function of both kidneys. Jones be- 
lieves that cryoscopy should mainly be em- 
ployed as a test of differential kidney func- 
tion and then only as an adjunct to other 
methods of examination. The method has 
fallen into disuse not because of its com- 
plicated technique, but because those who 
have used it have failed to properly prepare 
their patients for this test. The freezing 
point of urine determines its molecular con- 
centration; that is, the amount of urinary 
solids kept in solution. 

One of the leading points in judging the 
functional capacity of the kidney is the esti- 
mation of its concentrating power; that is, 
can it eliminate the proper amount of uri- 
nary solids under restricted intake of fluids? 
Therefore before applying cryoscopy the 
patient must be properly desiccated. The 
specific gravity of the fluid is influenced 
by the weight of the molecules in solution. 
Cryoscopy measures their number. Not 
more than 8 to 5 cc. of urine are needed 
for cryoscopy, nor does the presence of 
indigo-carmine influence its index. The 
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apparatus needed is comparatively simple. 
As the urine begins to freeze the mercury 
column of the thermometer drops gradu- 
ally; then it rises suddenly and comes to 
a stop when the freezing is complete. This 
point marks the cryoscopic index. Jones 
states that a difference of fifty points or 
more on the Beckman scale characterizes 
the kidney of a lower freezing point as a 
definite surgical object. 





Two Hundred Cases of Cancer of the 
Rectum Treated by Perineal 
Excision. 


LockHart-MumMery (British Journal of 
Surgery, Vol. XIV, No. 53, 1926) believes 
that perineal operation should become the 
method of choice for all cases of true rectal 
cancer. Cases where the growth was situ- 
ated at or above the rectosigmoid junction 
were not included; 72 of the patients were 
over sixty years old. There were three 
males to two females. The most important 
predisposing cause, apart from age, is the 
presence of simple adenomata in the bowel. 
Operation is done in two stages, a perma- 
nent colostomy being performed either a 
week beforehand or at the time of dissec- 
tion, either spinal or regional anesthesia 
being used. 

Of 100 hospital cases there were 14 
deaths. Of 82 cases which have been 
traced 45 remained cured for the five-year 
period. On the three-year basis there were 
125 cases with 73 cures and 42 recurrences. 
The patient has over a 50 per cent chance 
of being alive five years after the operation. 
Of the very favorable cases where the 
growth was small and had apparently not 
involved the muscular coat and where no 
glands were involved over 73 per cent re- 
mained well for a period of five years. Of 
39 patients who lived beyond five years, 
five died between the fifth and seventh 
years from recurrence, but there were no 
known recurrences in any patients surviv- 
ing beyond this period. 

It is held that any material improvement 
in our radical cure statistics must rest upon 
earlier diagnosis and operation. 
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The Prevention of So-called 
Bather’s Ear. 


McAuttrrE (Medical Journal and Record, 
September, 1926) finds each summer a 
large number of middle-ear inflammations 
occurring among bathers. This inflammation 
varies from a mild tubal injury with its 
aural disability to the severe tubal catarrh 
with the sequel of mastoiditis. Salt water 
seems to bring more cases than fresh water. 
Most of the cases of ear infection are found 
in the infrequent swimmers, the summer 
bathers. Judging from replies received 
from thirteen prominent amateur swim- 
mers, McAuliffe concludes that to avoid ear 
trouble bathers should not swallow water 
while swimming because swallowing opens 
the tubes and the water may gain entrance 
into the middle ear. When bathers come 
out of the water they should let the water 
drain from the nose; blowing should be 
avoided. If blowing the nose and swallow- 
ing water are interdicted no ear complica- 
tions will occur. The only time an occlu- 
sive protector is necessary is when there is 
an open perforation or when the skin of the 
canal is irritated by the water. Rubber 
plugs or wool are the best protectors. 





Errors in Diagnosis of Surgical 
Conditions. 


Grecory and VossurcH (Annals of Sur- 
gery, October, 1926) report on some 10,000 
operations performed at the New York Hos- 
pital in a period of seven years ending July 
1, 1925.. The total number of errors in 
diagnosis reported was 268. These errors 
are more frequent in women than in men. 
In 62 instances cases diagnosed as appendi- 
citis were demonstrated at operation to be 
salpingitis, ovarian cyst, gall-bladder dis- 
ease, perforated ulcer, ectopic gestation, 
intestinal obstruction, adhesions, fibroma 
uteri, T. B. peritonitis, T. B. intestines, 
pyelitis, diverticulitis or other conditions. 
In thirty-nine instances that were otherwise 
preoperatively diagnosed as_ gall-bladder 
disease, salpingitis. ulcer, ectopic gestation 
and other conditions appendicitis was found 
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to be present at operation. Appendicitis 
heads the list for frequency of missed diag- 
nosis. Of the 39 cases where appendicitis 
was found on operation nearly one-third 
were diagnosed as gall-bladder disease. 
There were 26 cases where trouble with the 
gall-bladder was suspected, but not found; 
appendicitis was found in 17 cases, diseases 
of the pancreas in 3, of the stomach or 
duodenum in 3, and the other 3 were liver 
abscess, torsion of omental fat, and one of 
undetermined pathology. 

Concerning salpingitis 22 cases were 
found in which this diagnosis was incor- 
rect. Ovarian cysts were diagnosed in 8 
cases where they were not found; ovarian 
cyst was missed 22 times. The diagnosis 
of extra-uterine pregnancy was made in 11 
cases which proved on operation to be 
other conditions; 2 of these were normal 
pregnancies. The 11 mistaken diagnoses 
recorded under extra-uterine pregnancy 
where another condition was found in- 
stance the practical application of the view 
that with any suspicion of an extra-uterine 
pregnancy immediate operation should be 
performed. 





Alkalosis. 


Borne (Annals of Surgery, October, 
1926) reports on six cases of alkalosis 
which developed following operation. The 
great fall in blood chlorides and decrease of 
chlorides in the urine, together with the 
benefit derived from the intravenous injec- 
tions of chlorides in these cases, show the 
demand the body has for chlorides. It is 
evident that the chlorides serve as a pro- 
tective agent to the body in fighting off this 
condition. 

Vomiting is quite persistent and may be 
in large or small amounts. Gastric lavage 
gives only temporary relief and affords an 
aid in differentiating a case of postoperative 
alkalosis from one of an atonic stomach 
with dilatation. Abdominal distention is 
usually, though not always, absent in alka- 
losis. As a result of the persistent vomiting 
and great fluid loss the patient becomes 
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greatly dehydrated. The cheeks are flushed, 
the blood-pressure falls, and the hemoglo- 
bin is quite high. 

The urine becomes scanty, kidney func- 
tion is diminished, the urinary findings show 
evidence of marked damage, i.e., albumin, 
casts, red and white corpuscles, and the 
blood urea is elevated. If the kidney dam- 
age is severe enough the patients become 
drowsy, exhibit mental confusion, and in 
the very severe cases the symptoms of ure- 
mia develop. 

The changes in the blood chemistry in 
these cases are quite constant, of great diag- 
nostic value and in severe cases serve as a 
guide in the treatment. There is a decrease 
in the blood chlorides, a rise in the blood 
nitrogen, and normal or elevated CO, com- 
bining power. The fall in the blood chlo- 
rides is usually the first change noted, and 
it is followed by the rise in the blood nitro- 
gen and the CO, combining power of the 
blood plasma. 

In arriving at a diagnosis of alkalosis we 
cannot always depend on the clinical pic- 
ture. Persistent vomiting, evidence of 
marked dehydration, diminished urinary 
output, and the presence of uremic or teta- 
noid tendencies are the findings which 
would establish the diagnosis clinically. 
However, the changes in the blood chemis- 
try are more constant and should be studied 
early in cases of persistent vomiting. Early 
diagnosis is of importance so that treatment 
may be instituted before too great renal 
damage has occurred. 

In considering treatment the preoperative 
and postoperative cases should be taken up 
separately. In the preoperative group the 
lesion producing the stasis of the intestinal 
canal is of primary importance and the re- 
sulting alkalosis is secondary. If immedi- 
ate surgical intervention is not necessary 

medical treatment is indicated. Repeated 
gastric lavage should be given to relieve 
the stasis, and normal saline and 10 per 
cent glucose should be administered to com- 
bat the depletion of chlorides and the renal 
insufficiency. In the more serious cases the 
saline and glucose can be given intrave- 

















nously. The changes in the blood chemistry 
and the improvement in the excretory func- 
tion of the kidneys aid one’s judgment in 
determining the time of operation. 

As a postoperative complication, alkalo- 
sis is more serious and its development and 
course is more rapid. Ina small percentage 
of cases it does exist in a mild degree and 
repeated gastric lavage with the administra- 
tion of saline and glucose, other than intra- 
venously, clears up the alkalosis. However, 
in the severe cases it has been found to 
be more efficient to give 500 cc. of normal 
saline and 500 cc. of 10-per-cent glucose 
intravenously two or three times daily, de- 
pending on the severity of the case. The 
glucose is given to help spare the protein 
and promote diuresis. 

Along with the intravenous therapy, daily 
study of the blood chemistry should be made 
as these findings furnish a better index of 
the patient’s condition than does the clinical 
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picture. If under medical treatment the 
vomiting persists, the blood chemistry shows 
no improvement, and the evidence of renal 
damage increases, jejunostomy is indicated. 
Following jejunostomy, gastric lavage and 
intravenous therapy are continued and the 
patient is fed through the jejunostomy tube. 
Some cases exhibit marked renal damage 
very early, and in these instances, though 
jejunostomy be performed early, the prog- 
nosis is grave. As intravenous therapy may 
be given for a long time, it is well to pre- 
serve the superficial veins. If tetany de- 
velops calcium is indicated and is adminis- 
tered most efficiently intravenously in 5-cc. 
doses of a 10-per-cent solution of calcium 
chloride. Alkalies are contraindicated; 
this is mentioned because of the wide use 
of sodium bicarbonate in cases of persistent 
vomiting, whether it be given by mouth, 
proctoclysis, or is used to lavage the 
stomach, 





Reviews 


MoperN CiinicaAL SypuHitoLtocy. By John H. 
Stokes, M.D., with the codperation of Paul A. 
O’Leary, M.D., and William H. Goeckermann, 
M.D., Section on Dermatology and Syphil- 
ology, the Mayo Clinic, and Loren W: Shaf- 
fer, M.D., and Cleveland J. White, M.D. 
Illustrated. W. B. Saunders Company, Phila- 
delphia and London, 1926. Price $12 net. 

In his introduction to this truly amazing 
book, amazing because of its supreme ex- 
cellence (nor is there any other text on any 
branch of the practice of Medicine more 
completely and satisfactorily carrying its 
lessons), Stokes thus sets forth the general 
scheme he has had in mind during the five 
years of study, of clinical experience and 
close observation which are embodied in this 
work: 

“Though with misgivings, this book is 
offered as a text-book. It aims to serve as 
a digest of the field. It is not encyclopedic, 
for no monographic presentation can be 
made such in one volume and yet combine 


detail and freshness of material. The dog- 
matic forms adopted, perforce at times for 
teaching impetus, will be forgiven by those 
who know the difficulties and problems of 
teaching. Instructional detail may at times 
seem to be exaggerated, yet it appears to 
be this very detail which the practitioner 
appreciates and the inexperienced seek. No 
pretense is made at an exclusive and per- 
fected technic of diagnosis or treatment, 
and the expert who will develop his own 
variations may override my contentions 
without offense. Adherence to the methods 
described must be exact if the reported 
results are to be reduplicated. 

“The form and plan of presentation is 
personal and, except where specific quota- 
tion is used, I am responsible for the state- 
ment of facts and opinions, and the use to 
which they have been put.” 

After preliminary chapters upon the 
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Fundamental Bacteriology, Pathology, and 
Immunology of Syphilis; the Clinical Ap- 
proach to the Disease, Diagnostic Tests and 
Fundamental Principles of Treatment, there 
is a discussion of the medicaments which 
have been found most efficient, with meth- 
ods of administration given in minute de- 
tail and an illuminating pronouncement as to 
the desirable and undesirable effects which 
may be anticipated and in the latter case 
provided against. Thereafter treatment of 
the various manifestations of syphilis as 
they appear in clinic is considered. A final 
chapter is devoted to public health aspects, 
clinical organization, social service, and 
follow-up. 

An adequate review of a book of such 
supreme excellence is not possible. From the 
enormous literature of modern times; dis- 
crete; fragmentary; with but little promise 
of yield; Stokes has refined a precious metal, 
condensed it, molded it in its most usable 
form, and verified its purity and worth by 
an experience not merely large in numbers, 
of cases and variety of manifestations, but 
valuable because of close observation, tire- 
less follow-up, systematized recording sys- 
tem, and a close and wise study of these 
records, 

If it be accepted that at least 5 per cent 
of the population have a syphilitic taint, 
that it is one of the major killing diseases, 
that its manifestations may closely simu- 
late any other infection, that thousands of 
individuals in whom the underlying lesion 
is a syphilitic one are now being treated 
by surgeons internists and specialists who 
fail to recognize this fact, it seems clear 
that with such a book as this the entire 
profession should be familiar. Its posses- 
sion and study will bring to every doctor 
a clearer concept not only of the large inci- 
dence of syphilis, and particularly that form 
expressed by symptoms other than those 
regarded as classical, but a greater faith in 
the control incident to modern methods, and 
an adoption of the technique by which this 
control may be obtained. 

Throughout the book, admirably illus- 
trated, there are found tabulations, discus- 
sions and graphs in which the teaching text, 
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case histories and groups are set forth in 
relation to their bearing on diagnosis and 
treatment. 

Bearing on arsphenamine morbidity and 
mortality, Stokes states that he has incor- 
porated into this work the lessons which 
have caused a steady decline in the mor- 
tality, and that even while these lessons 
were being learned the unavoidable mor- 
tality was less than that of ether anesthesia, 
though the cases referred have represented 
many of them the most unfavorable risks 
in this field of practice, there being com- 
paratively few strong young people re- 
porting. 

It is held that the mortality from 
arsphenamine given intensively for thorough 
treatment should, under expert control, not 
exceed one death in 15,000 to 20,000 injec- 
tions if these be given to patients in a 
reasonably good condition of general health. 
This mortality will be larger when such 
treatment is applied to patients with greatly 
impaired health either because of the spi- 
rochetal infection or for other causes; and 
particularly when the physician is lacking 
in knowledge and experience as to the pre- 
cautions to be taken, the symptoms to be 
observed, the choice of medicaments, their 
dosage, and the need of oversight of the 
patient during treatment. 

Its distinguished author has given to his 
book a touch which adds to the pure gold 
of its teaching that lure incident to mold- 
ing the metal into an artistic form. The 
book is as interesting as a novel. 


DerFectIVe MEMoRY, ABSENT- MINDEDNESS AND 
THEIR TREATMENT. By Arnold Lorand, M.D., 
Carlsbad, Czecko-Slovakia. F. A. Davis Com- 
pany, Publishers, 1926. Price $3. 

The volume before us, like the other 
works which have come to us from the pen 
of this writer, is worthy of serious consid- 
eration. The subject is presented from a 
broad point of view and in a systematic 
manner. The first chapter deals with the 
foundations of a good memory, brain struc- 
ture and brain physiology.. Fixation and 
the power of recollection are discussed and 
richly illustrated by historical instances from 




















the lives of various distinguished persons. 
In chapter second, the differences between a 
normal and a pathological forgetfulness are 
considered. Of special interest is the recog- 
nition of pathological forgetfulness from 
the handwriting. Among the special causes 
of forgetfulness, the writer places transitory 
or permanent disturbances of the circulation, 
changes in the thyroid, diseases of the brain 
and nervous system, and advancing age. 
The prevention and treatment of arterio- 
sclerosis, the pernicious influence of poisons 
of various kinds, as well as of various vis- 
ceral affections, such as disturbances of the 
digestive organs, disturbances of metabolism, 
of the nasal passages and ears, and, finally, 
insufficient or faulty nutrition, are all in 
turn considered. ; 

The treatment of forgetfulness is taken 
up from the standpoint, first, of general 
physiology. The use’ of special expedients 
to stimulate and bring about the fixation of 
memory is also considered. The value in 
special cases of the cautious administration 
of thyroid to stimulate the general cerebral 
nutrition is also pointed out. “Nervous 
forgetfulness,” an underlying. symptom of 
ready exhaustion and the lack of the power 
of concentration, the writer tells us must be 
combated by treating the underlying neur- 
asthenia, the treatment of which must, of 
course, be based upon the general hygienic 
measures. The chapter on absent-minded- 
ness, its nature and causes, is also interesting 
and suggestive. This is also true of the 
hints which the writer gives for the arti- 
ficial assistance of memory. The general 
chapter on treatment embraces a rather 
comprehensive consideration of the many 
somatic affections which may be attended 
by a poor memory. 

The final chapter of the book has to do 
with the influence of the conscious and sub- 
conscious mind on memory. It is very re- 
freshing to note that while psychological 
problems receive their due consideration, 
not a single reference is made to psycho- 
analysis. A practical but scientific attitude 
is everywhere preserved. 

It should be added that the book is very 
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readable and contains relatively few techni- 
calities, so that while not intended primarily 
for the lay reader, the information which it 
presents is accessible to the latter. It is a 
‘sane book, which possesses all the charm 
and clarity of the author’s earlier writings 


-and deals with no special theories or fads 


and can do the lay reader no harm; it can, 
indeed, only benefit him. F. X. D. 


A Docrtor’s Memoirs. By Victor C. Vdughan, 
M.D. Illustrated. The Bobbs-Merrill Com- 
pany, Indianapolis, Ind., 1926. Price $5. 
This is an autobiography by a medical 

man, who, during a period of approximately 

fifty years, has led an exceedingly active 
life, not along one line alone but along many 
lines of medical endeavor, varying from 
chemistry and biochemistry to certain phases 
of biology, toxicology, the administration of 

a great medical school, acting as an expert 

in important medicolegal cases, attaining 

high rank in the Medical Reserve Corps of 
the United States Army in the Spanish- 

American and World Wars, and, in addi- 

tion, having served as President of the 

American Medical Association. Dr. Vaughan 

gives frank details as to his ancestry and as 

to his limited means when a youth, and dis- 
cusses his various contacts with men of all 
degrees of prominence in a skilful way. 

To those who are interested in medical 
education, what he has to say in regard to 
his success in choosing men for the Faculty 
of his medical school will prove of great 
interest. We note, too, that as a result of 
his large experience he does not believe in 
so-called full-time professors in clinical 
branches, a conclusion that many yedrs of 
experience leads us to indorse. 

The book is written in an easy narrative 
style, and because of this style is much more 
entertaining than the average autobiography. 
Those who know Dr. Vaughan also know 
that he is entirely devoid of what the Eng- 
lish call “side,” and he has succeeded in 
producing an autobiography which is equiv- 
alent to his own conduct in life. It is prob- 
ably true that there are few men in Amer- 
ican medicine who have come in contact 
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with life at so many points who have at each 
point accomplished so much and who have 
made so many friends and so few enemies, 
and it is interesting to note that in many 


instances where those opposed to him were" 


bitter in their animosities, the wisdom of his 
decision, or time, has brought about a re- 
newal of friendship or at least a disappear- 
ance of antagonism. 

Dr. Vaughan’s many friends will be glad 
to havé this story of his life and to possess 
his views upon phases in medicine in the 
past and in the present. This is an auto- 
biography as well done as have been his 
other tasks. 


THE PRACTICE OF MEDICINE. 
M.D.; 2d revision. 
Philadelphia, 1926. 


By A. A. Stevens, 
W. B. Saunders Company, 
Price $7.50. 

The fact that the second edition of Dr. 
Stevens’ book on the Practice of Medicine 
has appeared four years after the first edi- 
tion and that it has been found necessary to 
reset the type of the present issue is of 
interest. The book follows. the ordinary 
classification as found in works of this 
character, but the author has found it neces- 
sary to introduce a number of subjects 
which have developed largely in the last 
few years and, with constancy, to introduce 
new material dealing with our increased 
knowledge of etiology, course, and therapy 
of a number of other diseases about which 
our knowledge has greatly increased in 
recent times. Altogether the text covers 
nearly 1200 pages, but because of the use 
of suitable paper the book is not unduly 
heavy and difficult to hold. When desirable 
the author appends bibliographical refer- 
ences as foot-notes. 

We note with interest his statement that 
Curschmann’s spirals are present in large 
numbers in asthma. This has not been in 
accord with our experience. It is well 
pointed out that the Charcot-Leyden crys- 
tals are not peculiar to asthma. 

In looking over the pages it at once be- 
comes evident that the author has made a 
thorough revision, many of his statements 
being based upon a careful study of the 


most recent medical literature; in other 


the book has been 


thoroughly 
brought up to date and is worthy of confi- 
dence not only for this reason, but because 
it was even in the first edition a reliable 
guide to be put in the hands of the student 
and general practitioner. 


words, 


MepicaL Cuitnics oF NortH America. Issued 
monthly. Volume X, No. 3. W. B. Saunders 
Company, Philadelphia, 1926. 

As our readers may know this publica- 
tion is issued per clinic year from July to 
May, the subscription price in paper being 
$12, cloth $16. 

This, the November issue of 1926, is 
called the “Mayo Clinic Number.” It 
contains 26 different articles or lectures 
contributed by members of the Mayo Clinic 
staff, and as may be imagined covers a wide 
field, varying from fibro-sarcoma of the 
male breast to unfamiliar aspects of hema- 
temesis and melena, dissociated jaundice, 
and sacral tumors. Additional subjects may 
be mentioned, as, for example, relaxed rec- 
tum as a sign of locomotor ataxia and 
limitations in the use of lipiodol in the diag- 
nosis of diseases of the lungs. 


* 

Les VOMISSEMENTS PERIODIQUES AVEC ACETONE- 
miE. By Professor A. B. Marfan, 2nd edition, 
un volume de 88 pages. Masson et Cie, Paris, 
1926. Price 28 cents. 


It is not much more than three decades 
since the so-called periodical vomiting of 
infancy or childhood became a well-recog- 
nized clinical condition, and for an even 
shorter period it has also been recognized 
that it depends in a certain proportion of 
cases upon a state which is commonly known 
as acetonemia. Professor Marfan prefers 
to call the condition “periodical vomiting 
with acetonemia” rather than to apply the 
term cyclic vomiting, and is a strong believer 
in acidosis as the underlying factor in the 
case. He considers not only his own views 
but is far more generous than the average 
Continental writer in quoting American and 
English literature. ‘Indeed it is evident that 
pediatricians in this country have made 
quite as important and quite as many con- 
tributions to this subject as have those liv- 
ing in Europe. 








REVIEWS 71 


A very considerable amount of the text 
is very properly devoted to treatment. He 
recommends the administration of alkalies 
with special reference to bicarbonate of 
soda as it is represented in the water of 
Vichy or Vals. He also advises the use of 
small quantities of sweetened water 20 per 
cent in the form of shaved ice, or at least 
very cold, administered every half-hour, and 
the injection of similar solutions by the 
rectum, such injections being best given by 
the Murphy drip. If it is not possible by 
this means to get carbohydrate into the body, 
intravenous injections of bicarbonate of 
soda 4 to 5 per cent up to the amount of 
50 to 400 cc. are to be resorted to. At the 
close of this chapter brief reference is made 
to the use of insulin to enable the patient to 
assimilate or utilize carbohydrate. So little 
is added to this very important factor in the 
treatment of this condition that it would 
appear that it was tacked on to the rest of 
the text just before going to press. When 
collapse is present, he suggests the intra- 
peritoneal injection of citrated blood and in 
addition to insulin the use of caffeine and 
camphorated oil hypodermically. 


How We Become Personatities. The Glands of 
Health, Virility and Success. By Edward 
Huntington Williams, M.D.  Bobbs - Merrill 
Company, Indianapolis, 1926. Price $3. 

This book deals with the difficult subject 
of the effect of the glands of internal secre- 
tion upon character, growth, and many other 
functions. It is evidently intended quite as 
much for the laity as for the medical pro- 
fession, for the publishers tell us that 
humorists play equally with glands and the 
mother-in-law ; that insulin finds a place in 
the family medicine chest, and that even 
fiction and the movies deal with transplanta- 
tion. They also claim that the present book 
gives the latest information upon this fas- 
cinating and difficult subject as “reading 
made easy,’ that it avoids technicalities 
wherever possible, relying upon the read- 
er’s -intelligent curiosity, and scraps of 
knowledge, for no person arrived at the 
“three r’s” can be wholly ignorant of glands. 
Finally the publishers state that it is a fas- 


cinating narrative upon a subject of im- 
mediate interest. How much it is wise to 
provide to the mind of the ordinary layman, 
or laywoman, this type of information our 
readers are as well qualified to determine 
as is the writer. Personally, we ‘believe 
that if it falls into the hands of the imagina- 
tive or neurasthenic individual he at once 
will be persuaded that he needs glandular 
therapy of some sort, and we doubt very 
much whether other individuals will be 
sufficiently interested to obtain it. 


A SKETCH OF THE History oF THE Mayo CLINIC 
AND THE Mayo Founnation. From the Divi- 
sion of Publications of the Mayo Clinic. Illus- 
trated. W. B. Saunders Company, 1926. Price 
$3.50. 

The contents of this book is adequately 
described in its title. It claims to be an in- 
timate and accurate picture of the develop- 
ment of all phases of the work at that clinic 
from the commencement. It therefore also 
claims to be of great mterest from the 
historical standpoint and also in aiding 
individuals and institutions to perfect their 
organization. We would imagine that the 
book will have its chief vogue amongst those 
who have just been named, as it indicates 
how a large clinic may be started in a small 
way and finally become very large. ‘Some 
of the charts showing the increase in opera- 
tions are of more than usual interest, start- 


ing in 1890 and being carried up to the end 
of 1924. 


THE SuRGICAL TREATMENT OF Goiter. By Willard 
Bartlett, A.B., A.M., M.D., D.Sc. F.A.C.S. 
With foreword by Dr. Charles H. Mayo. LIllus- 
trated. The C. V. Mosby Company, St. Louis, 


1926. 

In his preface to this book Bartlett sets 
forth the need of a specialized operative 
technique and regards that surgeon as adap- 
tively gifted who possesses the innate deli- 
cacy of touch akin to that displayed by the 
cat in playing with the mouse. If such be 
not God-given, he suggests its cultivation 
by practicing on musical instruments, espe- 
cially the piano, or the smaller ones pro- 
vided with strings. 

After a brief foreword by Charles H. 
Mayo the book opens with .a historical and 











72 . THE THERAPEUTIC GAZETTE 


personal chapter. Thereafter a chapter on 
Pathology by Louis B. Wilson, ending with 
his lucid classification so widely adopted. 
Samuel B. Grant writes on the goitre 
heart briefly and much to the point. He 
states that in goitre patients with a conges- 
tive heart failue those who do not respond 
favorably to preliminary treatment directed 
to improvement of the cardiac function 
usually perish. The prognosis is excellent 
in those who do respond. Bearing on treat- 
ment the use of digitalis is not favored. 
The heart is overstimulated, and it is almost 
impossible with this drug to produce a slow- 
ing in its beat; the more probable effect is 
a toxic one. Rest seems to be of first impor- 
tance; and a high caloric diet and iodine are 
indicated. The author has no explanation 
for the circumstance that a drug so valuable 
in other cardiac disturbances and particu- 
larly in auricular fibrillation should be with- 
out value or even harmful in some of the 
goitre cases. Patients with congestive heart 
failure should be placed in a comfortable 
semisitting position, and if there be great 
distress in breathing morphine is indicated. 
Thereafter digitalis is advised in full doses. 
For edema diminution of fluid intake is ad- 
visable, and diuretin and theocin give good 
results. 
There is an excellent chapter on unusual 
manifestations in goitre. Thereafter indi- 
cations for general surgical treatment are 
considered. The question of deciding as 
to whether a patient needs more than one 
operation is regarded as of sufficient import- 
ance to require a chapter. There is a full 
discussion of the patient after thyroidec- 
tomy ; thereafter a discussion as to the choice 
of patients. There follow chapters well 
illustrated, bearing on what Moynihan calls 
“the ritual of operation,” beginning with 
the position on the table and draping of the 
patient, continuing with anesthesia, the skin 
incision, division of the platysma muscles, 
the exposure of the goitre and its actual 
resection. Draining, closure and dressing 
are thereafter considered. 

There are chapters devoted to the indica- 
tions for each of the four types of thyroid- 


ectomy and a simplified technique is set 
forth. 

Complications are considered at length, 
after-treatment is given adequate import- 
ance, there is a chapter on recurrence and 
a final brief chapter on the ideal goitre 
clinic, the most important part of which is 
the personnel. The room clerk should be 
an agreeable person, preferably one who 
has had a satisfactory thyroid operation and 
thus shows an ideal scar. The nurse should 
have quiet, reassuring manners and instil 
confidence into the patient by introducing 
her to other goitre patients who are doing 
well. The interne should devote his entire 
time to the goitre service ; there must be an 
associated group of specialists, to-wit, the 
metabolist, the heart specialist, the laryn- 
gologist, the roentgenologist, and the path- 
ologist. ‘ 

This is a conscientious and excellent pre- 
sentment on the part of one vividly inter- 
ested, largely experienced both by travel, 
association and in the service of his own 
clinic, skilful in manipulations, wise in his 
decisions, and offering to the profession at 
large in acceptable form that knowledge he 
has himself gained at the expense of so 
much time and effort. 


THE SurGIcAL CLintcs oF NortH AMERICA (Mayo 
Cirntc NuMBER). Volume VI, Number 4. II- 
lustrated. Per Clinic Year (February, 1926, to 
December, 1926). Paper $12, cloth $16, net. W. 
B. Saunders Company, Philadelphia and London, 
1926. 

The fact that this number of the Surgical 
Clinics of North America is from the Mayo 
Foundation sufficiently attests its value to 
the surgeon. In it are found the presenta- 
tion of both that type of human pathology 
which is fairly common and that which is 
rare; with descriptions of the method or 
methods of treatment. ; 

There is a paper by Charles Mayo on the 
Colon as a Urinary Receptacle. He states 
that the technique now presents but little 
difficulty, the accommodation of the colon 
to urine is guod, and the absorption of urine 
by the bowel ceases in one week. 

Judd writes on Tumors of the Kidney 

















and Ureter and on Tuberculosis of the Kid- 
ney; Hunt on Hydronephosis; Balfour on 
Lesions of the Stomach and Duodenum; 
Walters and Thompson on Unusual Mani- 
festations of Ureteral Stone; Judd and 
Parker on Mortality Following 1324 Opera- 
tions on the Biliary System and Pancreas at 
the Mayo Clinic in 1925. Bollman, Sheard, 
and Mann demonstrate conclusively that the 
gall-bladder empties through the cystic duct 
by contracture of its own intrinsic muscula- 
ture, and that relaxation of the sphincter of 
the common duct does not admit a flow of 
bile except under pressure exhibited by the 
musculature of the vesicle. 

Sistrunk advises for the cure of Hirsch- 
sprung’s Disease low ileocecal colostomy 
with exclusion of the colon from the ali- 
mentary canal, leaving a colonic fistula. 

Henderson, considering lesions of the hip- 
joint, believes that in properly selected 
cases of ununited fracture of the hip ex- 
cellent functional results can be obtained by 
a bone-grafting method in %5 to 80 per 
cent. 

Figi reports twelve cases of actinomycosis 
of the tongue, admirably illustrated, and 
Desjardin calls attention to the analgesic 
effect of Roentgen rays. The final paper 
is by Lundy on Balanced Anesthesia and 
Splanchnic Block. 

This is a book representing the surgery 
of to-day as practiced by men of the largest 
experience and conversant with the methods 
advocated in practically all the large clinics 
of the world. 


THE Surcicat Crinics or NortH America (CHI- 
caco Numeer). Vol. VI, No. 4. Illustrated. 
W. B. Saunders Company, Philadelphia and 
London, 1926. 

The Chicago number of the Surgical 
Clinics of North America opens with a clinic 
by Bevan on Surgery of the Stomach and 
Carcinoma of the Ascending Colon. There- 
after an excellent discussion by Kanavel and 
Koch on Preoperative and Postoperative 
Care of Patients. Eisendrath deals with 
Undescended Testis and Eunuchoidism. 
Hedblom considers splenomegaly, reporting 
a case in which splenectomy was followed 
by subphrenic abscess and pyemia, in spite 
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of which the patient recovered. An excel- 
lent Fracture Clinic by McWhorter. Bern- 
stein describes a method of special fixation 
for Pott’s Disease. 

Among the problems presented, and at 
least in part solved, are found bronchiec- 
tasis, hydronephrosis, biliary disease, bron- 
chial and dermoid cysts of the neck, gastric 
and duodenal ulcer, ovarian enlargements, 
and tumors of the cauda equina. An ex- 
cellent selection of subjects; from large 
clinics. 


PRACTICAL SURGERY OF THE JOSEPH Price Hos- 
PITAL. By James William Kennedy, M.D., 
F.A.C.S. Illustrated. F. A. Davis Company, 
Philadelphia, 1926. 

The title of this book might suggest it was 
written as a memorial to Joseph Price and 
embodied only his work. The author in his 
preface states that “a student’s love for a 
great master should not necessarily encour- 
age him to bring forth a useless volume in 
order that he may give expression to his ap- 
preciation of a noble teacher,” holding that 
Price’s teachings have been little understood 
and less practiced. He presents the profes- 
sion with those principles on which a real 
master of surgery based his work and those 
practices which he found most successful. 
A brief biography of Joseph Price is given 
setting forth his just claim as a pioneer of 
clean and successful abdominal surgery in 
this country and his further claim to extra- 
ordinary manual dexterity. 

The subjects covered are vaginal hysterec- 
tomy, appendicitis, ectopic gestation, repair 
of the cervix, repair of the perineum, cysto- 
cele, tubal and ovarian infection, puerperal 
or wound infection, tubercular peritonitis, 
drainage in abdominal surgery, surgery of 
the gall-bladder, abdominal hysterectomy, 
surgery of breast tumors, use of the Murphy 
button, surgical shock, the neglected um- 
bilical hernia, Czsarean section, inguinal 
hernia, ligature and suture material and 
method of use, surgery of ovarian cysts, 
toilet of the hands and the rubber gloves, 
interesting specimens, some acute and urgent 
abdominal lesions, dysmenorrhea, adminis- 
tration of ether, nursing the surgical patient, 
and epigrammatic sayings of Joseph Price. 





The various operations considered are 
admirably illustrated with brief descriptions 
of the various steps of the procedure as they 
are taken up in turn. There are certain 
somewhat dogmatic statements made in 
which there will not be universal accord ; for 
instance: “It is my opinion that at this date 
vaginal hysterectomy is our solution for 
malignancy of the uterus.” The author 
further states that during his entire experi- 
ence with the operation in the Joseph Price 
Hospital for nearly forty years there has 
been but one patient who showed any evi- 
dence of peritoneal irritation, and this pa- 
tient through a mistake of the nurse had 
been douched immediately after the clamps 
and drains had been removed. It is held 
there is no method of securing hemorrhage 
as safe and positive as that by clamps. He 
further states that “the fact that no patient 
out of several thousand vaginal hysterecto- 
mies has ever been reoperated for post- 
operative bowel obstruction, tells the victory 
of absence of postoperative adhesions.” 

There are thirty-one full-page illustra- 
tions covering vaginal hysterectomy, beauti- 
fully drawn by J. D. Z. Chase. 

Bearing on appendicitis, Price’s teaching 
is emphasized to the effect that immediate 
operation is called for irrespective of the 
stage of the disease. There is a further 
statement bearing on appendicitis to the 
effect that Kennedy during his entire surgi- 
cal life covering several thousand cases of 
removal of the appendix cannot recall a 
single death from the removal of this organ 
where drainage was not necessary. It is not 
always wise to put forth such a statement 
unless it be backed up by complete records. 

In ectopic gestation the author states that 
in a number of cases he has been able to 
make a diagnosis of this condition because 
of the peculiar mental aberration of the pa- 
tient. It is held to be typical of ectopic 
gestation. It is stated that during his eleven 
years with Dr. Price in an exceptionally 
large experience in extrauterine pregnancy 
the author is not mindful of a single case 
in which there was an error in diagnosis. 
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The symptoms are well described. Again, 
Chase has furnished an admirable set of 
illustrations. Bearing on puerperal or wound 
infection the author states that of many 
thousands of obstetrical cases coming from 
the very poorest and most neglected homes 
of a great city, the work being done by 
medical students, there were but two puer- 
peral infections; this in a period of over 
twenty years. It is stated the students got 
little instruction other than calling in a con- 
sultant for complications and being directed 
to use a scrubbing-brush and cake of soap, 
make any examinations before delivery and 
none after, and use no douches. 

Concerning tubercular peritonitis it is 
advised to open the abdomen in all cases 
when there is no marked lung lesion. It is 
stated that in the plastic variety of this .in- 
fection one’s good results are proportionate 
to one’s ability to break up adhesions. He 
further observes that a large percentage of 
plastic tubercular peritonitis where the en- 
tire intestine is a conglomerate mass can 
be separated into its original outline. In all 
these cases iodoform is used freely. Ken- 
nedy also states he has put in the abdominal 
cavity many times a lethal dose of iodoform 
with only the best results, Price holding that 
if the patient has tubercular peritonitis she 
cannot be killed by excessive dose of this 
drug. The author recalls many cases of 
profound emaciation incident to the plastic 
variety of tubercular peritonitis. sent back 
into the athletic field and becoming promi- 
nent athletes after abdominal operation. 

There is a chapter on Drainage in Sur- 
gery, and the glass tube is recognized as 
having its place in pelvic surgery. 
largely discarding of the abdominal drain is 
regarded as one of the most fatal errors in 
surgery. The author states that during his 
entire eleven years of association with Dr. 
Price he can recall but a single operative 
bowel obstruction following all the surgery 
he did on peritonitic patients in whom it 
was necessary to insert his gauze coffer-dam. 


The 


There is no enthusiasm exhibited for re- 
moval of the gall-bladder. 














A section of the book is devoted to the 
use of the Murphy button. The technique 
of its application is well illustrated. 

The author states that over 95 per cent of 
the cases of surgical shock that he sees fol- 
He 
further states he has never seen a case of 


low very quick and easy operations. 


secondary shock follow operation on an 
abdominal cavity that has been peritonitic. 

The book is, as it should be, strongly 
reminiscent of Dr. Price. It contains some 
statements not in accord with modern belief 
and practices. There is an argument against 
rubber gloves, the author stating that each 
grasp of the glove of any organ must be 
made with several times the force that would 
be necessary with bare hands. It is worthy of 
note that in the illustrations the bare hands 
are pictured. In cleansing the hands no 
antiseptics other than soap and alcohol are 
used. The author “Whenever | 
see a man while scrubbing his hands sit on 


states : 


the edge of a wash receptacle and begin to 
engage in rubbish conversation, I know I 
am dealing with an unclean associate.” 


THe TREATMENT OF FracturES. By Charles L. 
Scudder, A.B., Ph.B., M.D., F.A.C.S. Tenth 
Edition, Revised. Illustrated. W. B. Saunders 
Company. Philadelphia and London, 1926. Price 
$12.00 net. 


Scudder, in his preface, notes that the in- 
cidence of fracture is increasing in the 
United States, there being in 1924 more 
than 154,000 cases treated in A grade hos- 
pitals. He calls attention to the many de- 
plorable results, notes that the early initial 
treatment is the easiest and most important, 
and believes that most bad results are due 
to inadequacy of this treatment. 

Bearing on means by which failure to 
restore function may be avoided, he con- 
siders of major import immediate diagnosis 
by the +-rays and proper adoption of the 
accepted form of immediate treatment; in 
case of doubt consultation with one specially 
skilled ; careful record of the progress of the 
case; if operation be decided upon the se- 
lection of a surgeon specially trained and 
knowing the best form of intervention. 

Under the operative 
treatment has become safer in competent 


better technique 
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hands, and Scudder is inclined to regard it 
favorably, but only when the indications are 
perfectly clear. 

The first chapter is devoted to Head In- 
juries; thereafter follow chapters on Frac- 
tures of the Bones of the Face, of the Max- 
illa and Mandible, of the Vertebre, the 
Ribs, the Sternum, of the Pelvis, the Clav- 
icle-and Scapula. 

There is an excellent chapter upon meth- 
ods of securing extension and counter- 
extension and full details are given as to 
skeletal traction, its application, its clinical 
care, and its results. Fractures of the ex- 
tremities are considered in detail. There- 
after follows a chapter on qualification of 
the surgeon for the treatment of fractures. 

The conduct of open operations for frac- 
tures .is discussed briefly; the methods of 
direct fixation are set forth. There is a full 
consideration of the surgical approaches to 
the bone and a further presentment of spe- 
cial operations. 

The author takes up the question of frac- 
tures likely to require operation, considers 
compound fractures, massage and mobiliza- 
tion, and bone repair in ununited fractures. 
Bone grafting receives the attention which 
its importance requires. 

Bloodgood contributes an excellent chap- 
ter on Pathological Fractures. 

Anatomical facts regarding epiphyses and 
epiphyseal injuries and birth fractures are 
adequately covered. ; 

There are special chapters on gunshot 
fractures of the bone; on plaster of: Paris; 
and the ambulatory treatment of fractures. 

The book closes with a brief section on 
a few dislocations and a final chapter enti- 
tled “The Surgeon and the Law.” 

This recognized and standard text-book 
is one which should constitute a part of 
every practicing physician’s library. For 


him who deals occasionally and incidentally 
with fractures, and particularly with the 
primary treatment, it constitutes a work of 
ready reference, and of assured value, guid- 
ing him not only as to his immediate method 
of procedure, but as to his subsequent con- 
duct of the case. 


To the hospital surgeon 
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it offers an exposition setting forth briefly 
and most lucidly all that is approved by the 
accumulated experience of recent years. On 
both it urges not only in the interest of the 
future progress in the line of fracture treat- 
ment, but from the standpoint of personal 
interest, the keeping of careful records. 


THE Surcery oF GASTRODUODENAL ULCERATION. 
By Charles A. Pannett, B.S., M.D. (Lond.), 
F.R.C.S. (Eng.). Oxford University Press, 
London, Edinburgh, Glasgow, Copenhagen, New 
York, Toronto, Melbourne, Cape Town, Bom- 
bay, Calcutta, Madras, Shanghai, 1926. 

In his preface Pannett aptly remarks that 
bearing on gastroduodenal ulceration, the 
advice of different clinicians so varies that 
it is just to conclude that finality has by no 
means been reached. - 

In.this book covering 150 pages there are 
61 excellent illustrations, a well-arranged 
index, and appended to each chapter an 
adequate bibliography. 

Pathology, etiology and symptomatology 
are briefly but clearly covered; the latter 
well illustrated by x-rays. 

Under the general heading of treatment 
there is first discussed the question of the 
selection of cases in which surgery should 
be undertaken. The author states that the 
intractable only should come under the 
hands of the surgeon. 

There are excellent discussions on gastro- 
jejunostomy, pyloroplasty, jejunostomy, lo- 
cal wedge-shaped excision, segmental re- 
section, excision of the pyloric portion of 
the stomach including the sphincter, the so- 
called ‘Pean’s operation, the Billroth II. 
method, Moynihan operation, to-wit, im- 
planting the open end of the stomach later- 
ally into the jejunum. 

As for gastrojejunostomy, the author 
states that the immediate death rate is some- 
where near 5 per cent, mainly from lung 
infections. Finney’s operation is regarded 
as satisfactory, provided the ulcer is near 
the pylorus. Moynihan is quoted as having 
given up simple excision of ulcers as un- 
satisfactory. 


Walton is quoted as having’ »mbined re- 
section of the ulcer with gastro’eji nostomy 
near the cardiac end of the s» nach, with 
occlusion of the natural op  -z of the 
stomach. He gives over 97 pe. cent of 
lasting cures with this method; other sur- 
geons have not been similarly successful. 

Balfour’s method is regarded by the au- 
thor as the most desirable operation when 
an ulcer lies at some distance from the 
pylorus, high up on the lesser curvature. 

As to the treatment of duodenal ulcer the 
author expresses the belief that these lesions 
frequently heal without surgical interven- 
tion. Gastrojejunostomy according to Bal- 
four’s statistics based on 1000 patients, all 
of whom had been treated for more than 
ten years, cured 85 per cent. (harles Mayo 
later reported 70 per cent of cures and 27 
per cent relieved. Bearing cn perforation, 
the difficulties in diagnosis ai. pointed out. 
Immediate surgical treatment is, of course, 
advised, and simple suture has a consider- 
able percentage of success. The author 
does not favor performing ¢ strojejunos- 
tomy during the crisis « . acute perfor- 
ation. He alludes to the comparatively re- 
cent practice of resecting these perforating 
ulcers and notes the large mortality follow- 
ing this procedure. 

There is a fine and well trated chap- 
ter on Technic, and a final c1e on Post- 
operative Complications. 

An excellent book w~ ©.’ ~° a student 
and clinician; and by a mar®* Vihout fear 
or prejudice, searching for tk truth. 


Correction as to the Strength of Citrate 
of Soda Solution. 


The Editor’s attention has been called to 
a statement made in a recent issue of the 
GazETTE to the effect that Neuhoof and 
Hirschfield had recommended the use of a 
solution of citrate of soda as a hemostatic 
in doses of 30 cc. of a 8-per-cent solution, 
whereas these writers advocated doses of 
“30 cc. of a 30-per-cent solution.” 
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